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ABSTRACT
This dissertation explores mental health clinicians’ experiences and self-identified
confidence to identify and treat post-traumatic stress disorder (PTSD) and Complex PTSD.
PTSD is a highly prevalent mental health condition that impacts an estimated 24.4 million
individuals in the United States (PTSD United, 2019). Complex PTSD has just emerged for the
first time with official diagnostic criteria in the publication of the ICD-11 in 2019 for use
beginning in January 2022 (WHO, 2019). There is very little existing research that considers the
experience or confidence of clinicians who work with clients who have PTSD and Complex
PTSD, which is troubling given the prevalence rates of these disorders. Nor does research exist
that speaks to what it will mean for clinicians to incorporate the new taxonomy for Complex
PTSD or the ways in which Complex PTSD differs in identification or treatment approach in
comparison to PTSD. Through the analysis of three principal factors, primary clinical focus on
trauma, years of experience, and highest level of training, a foundational understanding of the
ways these factors influence clinician confidence is presented in this Volume I report of the
Meier’s Therapists’ Experiences Survey (M-TES). This exploratory survey research utilizes
descriptive statistics, crosstab calculations, and several post hoc tests to begin to unpack the
aggregated responses of 217 outpatient mental health clinicians who participated in the first
distribution of the M-TES. This study provides an introductory look at factors associated with
clinician confidence to identify PTSD and Complex PTSD and differentiate their treatment
approach between the two. Recommendations are suggested for follow-up studies that would
enhance knowledge specific to improving clinician confidence in identifying and treating PTSD
and Complex PTSD. This research identifies needed areas of support for clinicians to identify
PTSD and Complex PTSD and differentiate their treatment approach between the two, which
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would ultimately enhance and improve the treatment outcomes for individuals seeking mental
health care for trauma conditions.
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CHAPTER 1: INTRODUCTION
Introduction
This study explores mental health clinicians’ experience and self-reported confidence in
identifying post-traumatic stress disorder (PTSD) and Complex PTSD in their clinical outpatient
work with adult clients. Secondarily, this research explores clinician experience and confidence
in differentiating their treatment approach between these two diagnoses. There is a significant
gap in existing literature of clinicians’ experiences of identifying and working with clients with
trauma. For the first time in history, Complex PTSD is now recognized with official diagnostic
criteria in the ICD-11 (WHO, 2019), with the authorized use of this diagnosis beginning on
January 1, 2022. There is a wealth of research and attention being paid to various aspects of
Complex PTSD as an official diagnosis, yet current literature fails to consider the impact this
new diagnosis will have on clinician confidence, competency, and effectiveness when working
with clients with trauma.
In a thorough review of the literature, there is a clear gap in dialogue of current clinician
experience working with or knowledge about PTSD and Complex PTSD. The literature also
lacks discussion on the necessity of enhanced trauma training in workplace environments and
higher education settings to boost overall clinical knowledge about trauma. PTSD United (2019)
reports that “almost 50% of all outpatient mental health patients have PTSD.” This suggests that
outpatient clinicians are likely working with clients with trauma on a regular basis, whether or
not trauma is identified as a focus of the clinical work. Despite the statistically high rates of
clients with trauma seeking services in outpatient settings, this certainly does not mean that
clinicians have the ability, familiarity, or knowledge to treat trauma proficiently. Outpatient
clinicians may not be sufficiently prepared to diagnose clients with trauma, nor do they
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necessarily have any specific treatment strategies, let alone differentiated treatment approaches
for PTSD and Complex PTSD. The prevalence of trauma coupled with the lack of literature on
clinician confidence and experience identifying and treating trauma suggests that there are many
areas of opportunity to enhance trauma treatment for clients receiving care in outpatient settings,
particularly for those with a Complex PTSD diagnosis.
This study delivers the initial report (Volume I) of the larger Meier’s Therapists’
Experiences Survey (M-TES) and serves as a dissertation manuscript in partial fulfilment of
doctoral requirements at Lesley University. The M-TES collected data from clinicians working
in outpatient settings with adult clients. The M-TES aims to gather valuable clinician
perspectives on their confidence to identify PTSD and Complex PTSD and their confidence to
differentiate their treatment approach between PTSD and Complex PTSD. This research explores
the specific variables of primary clinical focus on PTSD and/or Complex PTSD, years of
experience, and highest level of training to begin to unpack some of the gaps in the literature.
Theoretical and Research Foundations
Although formal diagnostic criteria for Complex PTSD is new, the conceptual clinical
framework in practice and in professional literature is not. It could be expected that mental health
clinicians, particularly those who work with trauma, may be familiar with an older but influential
conceptualization of Complex PTSD, which was theorized in Judith Herman’s (1997) seminal
book Trauma and Recovery. Clinicians may loosely understand the concept of Complex PTSD
and may even recognize clients with Complex PTSD in their clinical practice. Clinicians are
likely less familiar with the specific construct of Complex PTSD as an official diagnostic
criterion, as this is very new to the field, and not one that is accepted by the American
Psychological Association in the publication of the DSM-5 (APA, 2013).
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The formulation of this official Complex PTSD diagnosis in the ICD-11 (WHO, 2019)
will inevitably influence clinicians in their work with traumatized clients. In a perfect world,
leadership and policy makers in clinical settings would be compelled to make structural changes
to adapt to the needs of clinicians treating clients with a Complex PTSD diagnosis. Regardless of
structural treatment facility changes, treatment adaptations will need to be made to address the
clinical needs of those with Complex PTSD. Clinicians’ current knowledge of Complex PTSD
has not been a research focus to date. Nor has there been much discussion of how clinicians will
learn to clinically identify or treat Complex PTSD from a practical, systemic perspective.
Clinicians will inevitably require training specific to the treatment of individuals with a Complex
PTSD diagnosis, beyond training they may or may not have previously received for the treatment
of PTSD.
There are currently no explicit national standards or expectations that mandate clinicians
receive trauma-specific training, despite high national prevalence rates. As it stands now,
clinicians must choose to engage in trauma-specific training and education. Institutes of higher
education may or may not offer trauma-specific courses, and beyond a clinical degree, clinicians
are left to their own devices to pick and choose what types of, often costly, training they wish to
receive. The Department of Veterans Affairs and Department of Defense (2017) define adequate
clinical training for the treatment of PTSD with the following recommendation: “individual,
manualized trauma-focused psychotherapy over other pharmacologic and nonpharmacologic
interventions for the primary treatment of PTSD” (p. 33) and suggest a list of “manualized
trauma focused psychotherapies that have a primary component of exposure and/or cognitive
restructuring” (p. 34). This type of training goes far beyond what many clinicians learn from
standard training, pointing to the fact that the treatment of trauma requires specialized training
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and skills. And yet clinicians are faced with treating clients with trauma regardless of preparation
to do so. Various popular trauma training modalities include information on Complex PTSD
ranging from unofficial diagnostic criteria to full treatment protocols; however, since the ICD-11
diagnostic criterion is so new, training protocols linked to the official diagnosis have not yet been
fully researched or approved as evidence-based practices. Evidence-based practice can be
defined as treatments that have “empirical support [that are] considered to be well established on
the basis of criteria that included having been tested in randomized controlled trials (RCTs) with
a specific population and implemented using a treatment manual” (APA Presidential Task Force
on Evidence-Based Practice, 2006, p. 272). Once there are manualized and formal protocols for
the treatment of Complex PTSD, the issue remains of clinician accessibility to these trainings.
PTSD (APA, 2013) has been a dynamically evolving area of increasing significance in
the field of psychology. Starting six to seven years prior to the publication of the fifth edition of
the Diagnostic and Statistical Manual of Mental Disorders (DSM-5) the American Psychiatric
Association (APA) work group deliberated expanding the diagnostic criteria for PTSD to include
the construct and diagnostic category for Complex PTSD (Pai, Suris, & North, 2017; Resick et
al., 2012). The workgroup for Complex PTSD inclusion in the DSM-5 (APA, 2013) ultimately
did not choose to include this diagnostic criterion, which will be discussed further in the
literature review (APA, 2013; 2017). On the other hand, workgroups and researchers who
contributed to the foundation of knowledge necessary to make changes in the publication of the
International Classification of Diseases (ICD) provided the information necessary for Complex
PTSD to be included in the 11th edition of this manual (WHO, 2019). The addition of Complex
PTSD to the ICD-11 was precipitated by a necessary push for research to show relevancy of
Complex PTSD as a valid and reliable construct, to differentiate Complex PTSD from
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overlapping disorders, and to establish a clearer understanding of Complex PTSD with various
populations.
With the publication of the ICD-11 for official use beginning January 1, 2022 (WHO,
2019), and the inclusion of the first official Complex PTSD diagnostic criterion, there is much to
be considered in the field of trauma therapy. With this new official diagnostic taxonomy for
Complex PTSD, there will be an undeniable need for further investigation to reevaluate and
reconsider evidence-based practices and pertinent clinical interventions for Complex PTSD.
Brewin et al. (2017) discuss the importance of discerning how Complex PTSD is different in its
functional impairment than PTSD, and what that means in terms of treatment approach and
scope. Karatzias et al. (2016) go so far as to suggest that due to the greater functional impairment
of Complex PTSD, standard exposure treatments used for the treatment of PTSD may not
adequately address the additional symptoms of Complex PTSD. It is hopeful that the official
criteria for Complex PTSD will support advances in appropriate and effective treatment
modalities.
As PTSD and now Complex PTSD continue to gain recognition as pervasive and
impactful mental health conditions, mental health clinicians will greatly benefit from having a
foundation for recognizing and treating these diagnoses. Gaining an understanding of clinicians’
actual experiences in the field—paired with exploration of factors that may influence clinician
confidence (confidence will be defined in chapter 3)—gives access to valuable information
aimed to support clinicians treating trauma. This study focuses on clinicians’ self-report of
confidence to identify and treat trauma, to gain clarity about factors that do or do not support
clinicians in their work with clients with PTSD and Complex PTSD. Through an exploration of
the three factors of treating trauma as a clinical focus, years of experience, and highest level of
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PTSD and Complex PTSD training as they interact with clinician confidence, this study aims to
provide an exploratory foundation from which to better understand where and how clinicians can
be supported in increasing their confidence in identifying and treating both PTSD and Complex
PTSD. From this groundwork, the intention is to identify areas in which further education,
training, and systemic support for clinicians could assist the successful treatment and healing of
clients with trauma.
Volume I: M-TES and Research Design
The research design for this study utilizes the M-TES, a point in time survey that was
designed specifically for this study as no existing tool is available to address the research
questions. The M-TES was designed for mental health clinicians who have current or past
experience working in outpatient settings with adult clients aged 18 or over. The M-TES
includes various types of questions, such as open-response and Likert scale single and multiple
response questions.
This Volume I report focuses on an aggregate of survey responses and specific variables
that specifically begin to explore 3 Research Questions presented below in the Research
Question section of this chapter. All questions will be analyzed as an aggregate of responses, and
no individual responses will be utilized. In Volume I, analysis will include an exploration of
descriptive statistics and crosstabs from key variables with no inferential statistics being
conducted at this stage of the project. Volume II, a manuscript in preparation (Meier &
Meiselman, 2022), will offer a complete method report for the M-TES.
Research Questions and Sub-Questions
To help start to address gaps in the field, this current Volume I manuscript reporting on
the M-TES focuses on three research questions, each with three sub-questions. Research
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Question 1 asks: What was the clinician’s confidence in their ability to clinically identify PTSD?
PTSD as a construct and diagnosis has changed drastically in the field of psychology over the
years, specifically as it relates to the DSM conceptualization of this disorder. Clinicians and laypeople alike are often confused or unaware of the most updated conceptualization of PTSD, due
to changes over time such as changes in trauma and PTSD terminology, ideas of what
predisposes PTSD, anticipated populations impacted by trauma, conditions that are thought to
increase risk of PTSD, and various iterations of best-practice for PTSD. Clinicians may have
outdated ideas of how PTSD symptoms manifest in therapy, and clients themselves often
misrepresent their diagnosis possibly because they may not realize that what they have
experienced was traumatic or due to societal stigma of the disorder. Additionally, the disruption
in normal memory processing that occurs during a traumatic event can further complicate a
client’s ability to report on their history of trauma. Despite these changes and inconsistencies in
the understanding of PTSD over time and the available APA clinical practice guideline for PTSD
(Courtois et al., 2017), no national entity regulates clinicians to ensure they are up to date or
knowledgeable about PTSD (or other mental health disorders) as they manifest in symptomology
or assessment in a clinical setting.
It is typical for mental health clinicians to receive training in their clinical higher
education program on how to diagnose mental disorders via the use of the DSM (APA, 2013),
and it is a standard skill for a clinician to be able to diagnose a client. It is not common for
clinicians’ confidence to be researched or measured specific to their confidence to identify or
diagnose a particular disorder. Diagnosing PTSD during a diagnostic assessment can be
particularly elusive, as PTSD symptoms often mimic other disorders, such as depression,
anxiety, bipolar, and attention deficit/hyperactivity disorder. This could lead to a misdiagnosis,
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as could compounding factors like substance use disorders or other seemly more urgent or
pressing clinical concerns.
To explore clinicians experience of confidence to identify PTSD in this study, three subquestions for Research Question 1 were explored based on three intersecting variables:
1. How did this confidence vary based on whether clinicians reported a primary clinical
focus of PTSD and/or Complex PTSD or did not report such a primary focus?
2. How did this confidence vary based on the years of experience of the clinicians?
3. How did this confidence vary based on the highest level of PTSD training of the
clinicians?
These sub-questions aim to provide a foundational exploration of potential factors that may
influence clinician confidence in diagnosing PTSD.
Research Question 2 asks: What was the clinician’s confidence in their ability to
clinically identify Complex PTSD? With the addition of diagnostic criteria for Complex PTSD to
the ICD-11 being very new, it can be expected that clinicians will have an even harder time and
reduced confidence identifying Complex PTSD. Complex PTSD is also known to mimic and
overlap symptoms of other disorders, and even though this new formal diagnosis now exists, it is
not available in the DSM-5 where many clinicians in the United States turn to in order to find
official diagnostic criterion from which to assess mental health diagnoses. Standard clinical
training does not generally go into detailed trauma-specific cases to help clinicians establish
differential diagnoses as it relates to Complex PTSD. Once again, three matching sub-questions
are explored for research question 2, as follows:
1. How did this confidence vary based on whether clinicians reported a primary clinical
focus of PTSD and/or Complex PTSD or did not report such a primary focus?
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2. How did this confidence vary based on the years of experience of the clinicians?
3. How did this confidence vary based on the highest level of Complex PTSD training of
the clinicians?
While there are requirements for clinicians to receive continuing education credits upon
completion of their higher education degree to maintain licensure, there are no consistent
regulations or requirements for clinicians to specifically learn about trauma. Unless a clinician is
specifically choosing to engage in further education about Complex PTSD, it can be expected
that many clinicians may not even be aware that the ICD-11 has published this new diagnostic
criterion.
Research Question 3 asks: What was the clinician’s confidence in their ability to
differentiate their treatment approach when treating clients with PTSD versus Complex PTSD?
Clinician confidence to differentiate Complex PTSD from PTSD and then differentiate a
treatment approach for these diagnoses is not a common area of existing research. In part, this
may have a lot to do with the fact that Complex PTSD has not been previously formalized.
However, in trauma-specific trainings and protocols, the conceptualization of Complex PTSD is
often referenced and addressed, despite previous lack of formal diagnostic criterion. Many
theories, protocols, and publications exist in which Complex PTSD is highly discussed and
evaluated as a very real condition clients may be presenting with. Many standard protocols and
trainings for PTSD and trauma include a discussion or module that highlights how and why the
treatment of individuals with Complex PTSD needs to be altered and enhanced from the
treatment of those with PTSD. In maintaining consistency with Research Questions 1 and 2,
Research Question 3 sub-questions are as follows:
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1. How did this confidence vary based on whether clinicians reported a primary clinical
focus of PTSD and/or Complex PTSD or did not report such a primary focus?
2. How did this confidence vary based on the years of experience of the clinicians?
3. How did this confidence vary based on the highest level of PTSD and Complex PTSD
training of the clinicians?
Clinician confidence in differentiating their treatment approach between PTSD and Complex
PTSD could ultimately have a significant impact on client care for individuals with Complex
PTSD.
There is no doubt that the clinical landscape of trauma treatment will change with this
introduction of a formal Complex PTSD diagnosis. It is likely that shifting and integrating
Complex PTSD into regular practice in the realm of clinical identification, assessment,
diagnosis, and treatment will be a slow process. There are many angles to explore in gaining a
better understanding of clinician experience and confidence in identifying and treating PTSD and
Complex PTSD. This preliminary exploration of clinician experience may offer valuable
knowledge to the field from which areas of potential improvement can be identified, differential
diagnoses can be enhanced, treatment can be refined, and training can be enriched.
Researcher Positionality
I entered this research project with more than 10 years of clinical experience providing
clinical services as a trauma psychotherapist. My experience ranges from clinical and
supervisory positions in multiple nonprofits, some of which were programs known to treat
trauma-specific populations. Other programs did not boast to treat trauma; however, the majority
of the client’s receiving services fit the criteria for PTSD and, upon reflection, more than likely
Complex PTSD. More recently, I started a private practice psychotherapy business where I
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provide care to individuals with trauma, attachment trauma, PTSD, and Complex PTSD. I
learned early in my career that even with a master’s degree specialization in trauma therapy, I
was ill-prepared to address the myriad of needs, symptoms, and complexities of a client looking
to heal from trauma. I quickly moved onto a path of engaging in self-learning and signing up for
specialized training in various models, philosophies, and protocols designed specifically to help
clients resolve their trauma and heal. Despite a myriad of trauma-specific training and
conversations with peers who were similarly well-trained, I continued to notice that many clients
with trauma were not responding to some of the well-known protocols designed for PTSD. This
led me toward a deeper exploration of how Complex PTSD is different from PTSD and a
deepened curiosity around why some clients seemed to require different strategies for healing.
My greatest bias in this research is from my clinical experience. I believe that Complex
PTSD is a very real diagnosis and that utilizing protocols meant for PTSD are not often the most
effective in treating clients with Complex PTSD. I also believe that clinicians working in
outpatient settings are frequently put in complicated situations in which they are tasked with
providing evidence-based care for clients with PTSD and Complex PTSD without necessarily
having the education, training, or programmatic infrastructure to support this kind of treatment.
To better understand where there is room for improvement in increasing effective care for
clients with both PTSD and Complex PTSD, it became clear that there is little existing research
on the experience clinicians have working with clients with trauma. This dissertation research
and exploration of clinician experience and confidence is timely with the corresponding
publication of Complex PTSD in the ICD-11 (WHO, 2019), which may significantly impact
clinical knowledge about Complex PTSD. It is my hope that this dissertation, the findings
stemming from the M-TES, and the wealth of knowledge shared by research participants can
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begin to set the stage for future research and an overall greater understanding of some of the
barriers to healing in the field of trauma psychotherapy.
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CHAPTER 2: LITERATURE REVIEW
Understanding Factors Associated with Clinician Confidence to Identify and Treat PTSD
and Complex PTSD
In recent years, the field of trauma psychology and research has been paying significant
attention to the possibility that post-traumatic stress disorder (PTSD) may not fully encompass
the diagnostic needs of individuals who have experienced severe and persistent trauma (e.g.,
Brewin et al., 2017; Cloitre et al., 2013; Hyland et al., 2017a; Karatzias et al., 2016; WHO,
2019). The conceptualization of Complex PTSD was first casually introduced by Judith Herman
in 1988 and later published in her book Trauma and Recovery in 1992 (republished again in
1997) and has been unofficially adopted by many in the field of trauma psychology since its
origination. Yet it was not until 2019 that an official diagnostic criterion for Complex PTSD was
published in the ICD-11 (World Health Organization, WHO), with official use not starting until
January 2022. Prior to the ICD-11’s official diagnosis of Complex PTSD, many years were spent
researching and testing the construct and validity of Complex PTSD, along with the creation of
necessary diagnostic assessment measures.
Since consideration of Complex PTSD as an official diagnosis, there has been an influx
of research focusing on increasing understanding of sub-group and specialized populations in the
applicability of a Complex PTSD diagnosis, and significant attention has been paid to the
differentiation between Complex PTSD and PTSD. Although there has been informal training
and research around complex PTSD as an unofficial diagnosis, it has been difficult to establish
effective interventions and evidence-based practices for Complex PTSD due to its lack of a
formal diagnostic criterion.
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There is very little research or attention being paid to the practical implications this new
Complex PTSD diagnosis will have on mental health clinicians and clinical readiness to treat
individuals with this new disorder. This gap in the research on clinician experience in treating
trauma, PTSD, and now Complex PTSD is significant. It ultimately does not matter how refined
a diagnosis is in a manual such as the ICD-11, if the clinicians providing care to individuals with
PTSD and Complex PTSD do not self-report the confidence to do so. There is limited available
research on clinicians’ self-identified confidence to identify PTSD and Complex PTSD or to
differentiate their treatment approaches between the two, and limited research pointing to any
particular factors that enhance or inhibit clinician confidence in these areas of clinical care.
A further gap in the field related to clinician experiences of treating trauma and this new
Complex PTSD diagnosis is how treatment for Complex PTSD will fit into existing treatment
structures (Bloom, 2013; Courtois & Ford, 2013) and how clinicians will be supported in
providing specialized care. Although this study does not go so far as to explore the element of
treatment for Complex PTSD, it is notable to highlight the gap as this research identifies and
emphasizes factors that could be critical for understanding how to best support clinician
confidence in treating PTSD and Complex PTSD. Increasing research knowledge about these
issues aims to offer the field additional points of entry and further areas of study that support
clinicians and clinical structures that ultimately provide well-informed and effective treatment
for individuals with Complex PTSD.
This literature review will include: a history of PTSD and Complex PTSD, the choice of
the DSM-5 not to include Complex PTSD, the choice of the ICD-11 to include Complex PTSD,
relevant research specific to Complex PTSD as it is defined by the ICD, examples of treatment
structures for treating Complex PTSD that were conceptualized prior to the ICD-11 construct of
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Complex PTSD, and expectations and guidelines for clinicians in the United States around the
treatment of trauma and PTSD. Ultimately, the emphasis of this first-step dissertation research is
to explore the self-reported experience of confidence of mental health clinicians to identify
individuals with PTSD and Complex PTSD and their self-identified confidence to differentiate
their treatment approach between the two diagnoses.
History & Definition: PTSD & Complex PTSD
An Overview of the History of Trauma and PTSD
The conceptualization of psychological trauma has taken many forms and gone by many
names throughout history. It is a concept that has existed as far back in our historical accounts as
Ancient Greece, during which time writers spoke about the impact of traumatic stress on the
body, mind, and soul of victims. Bloom (2013) offers examples of historical contexts in which
events such as combat are identified as severely impactful to the human body and psyche, that
death is sometimes traumatic and linked with horror and tragedy, and how emotions such as
betrayal, guilt, and grief are described similarly to our current conceptualization of a trauma
reaction. Bloom references the ways in which women have described situations of domestic
violence and child abuse in literature since the 12th century, as well as how writers such as
Shakespeare articulated trauma symptomology and the experience and states of terror in his
work. Bloom additionally references writing by Samuel Pepys who referenced the Great Fire of
London in 1666 and the ways in which post-traumatic stress could be identified in the behavior
and reactions of the people in London specific to this frightening event. These examples begin to
offer insight into our early conceptualization of how horrible events, traumatic losses, and
relationally based atrocities act as the foundation of our current construct of trauma symptoms
and disorder.
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French neurologist Jean-Martin Charcot is frequently cited as a pioneer in exploring the
history of our understanding of psychological trauma, as he was a forerunner in studying women
who suffered sexual violence in the 1870s (Dass-Brailsford, 2007). Jean-Martin Charcot, Pierre
Janet, and Sigmund Freud all conceptualized this trauma under the definition of the disorder of
hysteria in their work with female survivors. Freud and Janet both found that there was a link
between the symptoms these female patients were suffering and their history of sexual abuse
(Bloom, 2013; Dass-Brailsford, 2007). They additionally found that symptoms reduced when the
women were able to remember and talk about what had happened in a therapeutic setting. Freud
utilized the term ‘abreaction and catharsis,’ while Janet utilized the term ‘psychological analysis’
to discuss this therapeutic intervention (Dass-Brailsford, 2007). Freud and Janet were engaged in
a competitive professional desire to make the first big discovery specific to the cause of hysteria
(Herman, 1997). This movement was thwarted by the sociopolitical culture at that time, which
could not tolerate the idea that so many women had gone through this interpersonal abuse or
what that would imply about the culture, which could ostracize these men and their professional
credibility (Herman, 1997). At this point the stories of these female patients with hysteria were
renounced, and it was culturally accepted that there must be fabrication and inaccuracy in their
stories of abuse.
The phenomenon of psychological trauma, and what is commonly identified as posttraumatic stress disorder (PTSD) today (APA, 2013), has taken many names over the course of
history, for example: hysteria, soldier’s heart, psychic trauma neurosis, shell shock,
physioneurosis, combat fatigue, railway spine disorder, battle fatigue, traumatic neurosis,
survivor’s syndrome, rape trauma syndrome, battered child syndrome, battered wife syndrome,
war neurosis, and post-Vietnam syndrome (Bloom, 2013; Dass-Brailsford, 2007; Herman, 1997).
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Exploring psychological trauma in United States history begins with a resurgence of public
discussion of the phenomenon after World War I with the terminology shell shock, which came
about to explain the mental state of the soldiers returning from the war. This terminology was
thought to clarify the symptoms soldiers were having in reaction to the physical repercussions of
being near a shell explosion, which caused shock to the soldier’s nervous system (DassBrailsford, 2007). It was not until World War II that Abram Kardiner presented a description of
PTSD similar to the one we use today when he coined the concept of post-trauma syndrome in
his book The Traumatic Neuroses of War (Kardiner, 1941, as cited in Dass-Brailsford, 2007). In
this work, Kardiner suggested symptoms of trauma such as “feelings of irritability, outbursts of
aggression, an exaggerated startle response, and fixation on the traumatic event” (2007, p. 3),
which is very similar to the concepts we use in the DSM-5 (APA, 2013) with use of categorical
terms such as intrusion, avoidance, negative alterations in cognition and mood, and arousal and
reactivity.
Another historical milestone in creating a conceptualization of psychological trauma in
the United States was the Women’s Liberation Movement in the 1970s, during which time the
National Organization of Women (NOW) was formed by Betty Friedan, an American writer,
activist, and feminist (Herman, 1997). Paired with Kathie Sarachild’s consciousness-raising
efforts within the Women’s Liberation Movement and Susan Brownmiller’s feminist writings on
rape, the desire to increase and expand the understanding of psychological trauma became strong
(Dass-Brailsford, 2007). A critically notable link between trauma conceptualization and the
Women’s Liberation Movement is the way in which interpersonal violence against women was
highlighted, and how the movement urged the culture to see that the impact of trauma expands
beyond the afflicted men who were returning from war (Dass-Brailsford, 2007). Women who
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had been silenced by interpersonal violence and sexual crimes were given voice to illuminate the
fact that interpersonal violence against women was actually the most commonly occurring
atrocity leading to traumatized individuals in the United States at that time (Dass-Brailsford,
2007). Thanks to the Women’s Liberation Movement, by the late 1970s there was no denying
that the violence of war and interpersonal violence against women were both critical to
understand and address, and such topics became central to United States culture (Bloom, 2013).
In 1975, the National Institute of Mental Health (NIMH) established the Center for Research on
Rape, and it was found that childhood sexual abuse and domestic violence were just as prevalent
as rape (Dass-Brailsford, 2007). The link between trauma symptoms of men returning from war,
women who had experienced domestic violence or rape, and survivors of childhood sexual abuse
weren’t made right away; however, the Women’s Liberation Movement opened up cultural
awareness that ultimately allowed this link to be made (Dass-Brailsford, 2007). This history of
psychological trauma and building of cultural, conceptual, and professional awareness of the
phenomenon existed prior to trauma gaining its own official psychiatric diagnostic criteria and
categorization in the Diagnostic and Statistical Manual of Mental Disorders (APA, 1980).
PTSD: Inclusion in the DSM
The first edition of the Diagnostic and Statistical Manual of Mental Disorders was
published in 1952; however, PTSD did not appear in the DSM until its 3rd edition (DSM-III),
which was published in 1980 (APA, 1980). PTSD was categorized as an anxiety disorder in the
DSM-III, which offered a small spectrum of what could cause PTSD, with the understanding that
that any individual would deem that event as traumatic. This view neglected to consider how the
perception of the individual could come into play when assessing trauma experience and PTSD
(Bloom, 2013; Dass-Brailsford, 2007; Rothschild, 2000). The addition of a diagnostic criterion
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of PTSD in the DSM-III did offer a validation that allowed for further exploration by researchers
and clinicians. It was not long after the DSM-III publication that further support for trauma
research was established: “In 1985, the International Society for Traumatic Stress Studies was
founded to provide a forum for the sharing of research, clinical strategies, public policy
concerns, and theoretical formulations on trauma in the United States and around the world”
(Bloom, 2013, pp. 22–23). The DSM-IV (APA, 1994) expanded the definition of PTSD to
include a broader understanding of the diagnosis in order to include a distinction that people can
develop PTSD in response to three types of psychological events: (1) incidents that are or are
perceived as threatening to one’s own life or bodily integrity; (2) being a witness to acts of
violence to others; or (3) hearing of violence to or the unexpected or violent death of close
associates (APA, 1994; Dass-Brailsford, 2007; Rothschild, 2000). This change offered a
significant shift in the clinical understanding of trauma, as it presented the possibility that an
event could be perceived as life threatening, when in fact it is not, and that the perception is
enough to cause the disorder to manifest. The DSM-IV included additional information from field
trials among traumatized groups due to a high prevalence of PTSD among returning Vietnam
soldiers (Dass-Brailsford, 2007; Rothschild, 2000).
The DSM is currently in its fifth edition (DSM-5), which was first published in 2013
(APA) with a text revision edition published in 2022 (DSM-5-TR, APA). The DSM-5 provides
trauma-specific relevant diagnostic criteria, specifically in the sections titled: Trauma- and
Stressor-Related Disorders (pp. 265–290) and Dissociative Disorders (pp. 291–307). These
sections provide the most recent diagnostic and foundational information on PTSD and related
disorders as they are conceptualized in the United States. The goal of the DSM is to offer “a
classification of mental disorders with associated criteria designed to facilitate more reliable
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diagnoses of these disorders” (APA, 2013, p. xli). The DSM serves the purpose of providing
reliable diagnostic criteria for mental disorders to create consistency in diagnostic criteria, which
can be beneficial for clinicians both in clinical conceptualization of cases, identifying best
practices for a disorder, and improving communication of consistent diagnostic
conceptualization beyond the client-clinician relationship (e.g., to insurance companies, within
agencies, to and from collateral contacts, etc.). The DSM-5 presented significant changes in the
diagnosis of PTSD, specifically:
The relocation of PTSD from the anxiety disorders category to a new diagnostic category
named “Trauma and Stressor-related Disorders”, the elimination of the subjective
component to the definition of trauma, the explication and tightening of the definitions of
trauma and exposure to it, the increase and rearrangement of the symptoms criteria, and
changes in additional criteria and specifiers. (Pai, Suris, & North, 2017, p. 1)
It is important to note the amount of time, work, and consideration that went into these changes,
as it links both to the current diagnostic conceptualization of PTSD in the United States, as well
as to current controversy in the field related to the changes that were made to this diagnostic
criterion. Pai, Suris, and North share the process of making these significant changes in the
DSM-5:
The fifth edition (DSM-5) of the criteria required seven years of planning, six years of
actual work group activity, and a year to finalize the materials for publication and obtain
the approval of the APA Assembly and Board of Trustees. The revision efforts included
an extensive review of literature, secondary analyses, professional presentations and town
halls, vigorous debates among trauma experts and nosologists, and rounds of public and
professional reviews of the proposed criteria. (p. 1)
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It is clear that making such extensive revisions to the PTSD diagnosis in the publication of the
DSM-5 (APA, 2013) was no small feat, and that the changes were deliberated in depth with the
support of expert opinion and backed by extensive research.
The significance of these DSM-5 (APA, 2013) changes to the PTSD diagnosis, and
lingering controversy amongst trauma professionals, suggests that we are once again at a time of
change in the field. Change specific to trauma conceptualization seems to happen when linked
with cultural and political influence to encourage support and legitimacy to such changes in the
understanding of trauma and PTSD (Bloom, 2013; Herman,1997). There must be a movement
strong enough to counteract the individual and cultural impulses that move us toward the silence
inherent in trauma, denial, and a bystander effect; the comfort in current functioning; and an
overall fear of change, particularly when discussing trauma, which is laden with dissociation,
repression, and renunciation (Bloom, 2013; Herman,1997). There are multiple indications in the
field, including the seven years of planning that went into the re-conceptualization of PTSD in
the DSM-5, that suggest there is a larger sociopolitical movement happening in relationship to
our understanding of psychological trauma. One such movement is the current deliberation in the
field as to whether or not the PTSD diagnosis could or should be expanded to better
conceptualize cases of trauma that are chronic and repeated, interpersonal in nature, and
generally starting in early childhood spanning over many years.
History & Definition: Complex PTSD
Complex PTSD History
In her seminal work, Trauma and Recovery, first published in 1992 and revised in 1997,
Judith Herman offered a structured clinical definition of complex post-traumatic stress disorder
(Complex PTSD), including a framework with specific diagnostic criteria (1997). In her
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introduction, Herman framed her purpose by stating “the first part of this book delineates the
spectrum of human adaptation to traumatic events and gives a new diagnostic name to the
psychological disorder found in survivors of prolonged, repeated abuse” (1997, p. 3). She spoke
to a need to end secrecy of victimizations and bring language, communication, communities, and
genders together to collaborate in our understanding of human suffering. Herman understood that
it is not just combat or war trauma that influences the manifestation of PTSD. Her research
followed the Women’s Liberation Movement and built upon the idea that there are many
catalysts beyond combat and rape trauma that can be the impetus for the development of PTSD
symptoms.
Herman (1997) importantly recognized that the diagnostic criteria for PTSD did not
capture the nuanced symptom sets that were appearing in individuals whose trauma was much
more complicated than a single event, or even a set of single but separate events. Herman
suggested that what is often missed is “the chronically abused person’s apparent helplessness and
passivity, her entrapment in the past, her intractable depression and somatic complaints, and her
smoldering anger often frustrate the people closest to her” (1997, p. 115). Herman explained:
“Observers who have never experienced prolonged terror and who have no understanding of
coercive method of control presume that they would show greater courage and resistance than
the victim in similar circumstances” (1997, p.115). She went on to speak about the moral
deprecation of character that often occurs after a trauma is disclosed, blaming the victim of the
trauma for not fighting harder or acting differently. The preexisting faulting of the victim pointed
us toward a negative influence on the psychological inquiry process, and Herman stated, “it has
led researchers and clinicians to seek an explanation for the perpetrator’s crimes in the character
of the victim” (1997, p.116).
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Herman (1997) understood many of the conflicts and complications in the field of trauma
psychology and suggested that it was time to consider expanding our awareness of PTSD.
Herman explained that trauma seems to manifest differently in individuals who survive extreme
situations of terror and/or have experienced chronic and often extreme interpersonal abuse,
particularly over years in childhood. Symptomology of such individuals does not seem to follow
the expected trajectory of PTSD. Even though the symptoms generally fall under the same
names, such as anxiety or depression, the psychological and somatic expressions show up much
differently, particularly in regard to personality, identity, and relational dynamics (Herman,
1997). Even with the recent publication of the DSM-5 (APA, 2013), the American Psychiatric
Association is still at odds with the idea of Complex PTSD as its own standalone diagnosis.
There has been opposition to adding Complex PTSD to the DSM-IV and DMS-5 (APA, 1994;
APA, 2013), and many professionals do not believe there is a need to expand our diagnostic
understanding of PTSD to encompass people who have experienced repeated and prolonged
trauma (Resick et al., 2012).
Complex PTSD Definition
For the purpose of this literature review and dissertation, Herman’s conceptualization of
Complex PTSD and trauma frames much of the theoretical understanding of this diagnostic
criteria. The need for a new diagnosis and conceptualization of Complex PTSD that is
recognized within a standardized model of care and the need for specialized models of treatment
to address the specific nature in which Complex PTSD manifests has been critically necessary
for quite some time. Herman (1997, p.121) offers a Complex PTSD diagnosis that recommends
an eight symptom set criteria:
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1. A history of subjection to totalitarian control over a prolonged period (months to
years). Examples include hostages, prisoners of war, concentration-camp survivors,
and survivors of some religious cults. Examples also include those subjected to
totalitarian systems in sexual and domestic life, including survivors of domestic
battering, childhood physical or sexual abuse, and organized sexual exploitation.
2. Alterations in affect regulation, including persistent dysphoria, chronic suicidal
preoccupation, self-injury, explosive or extremely inhibited anger (may alternate) and
compulsive or extremely inhibited sexuality (may alternate).
3. Alterations in consciousness, including amnesia or hypermnesia for traumatic events,
transient dissociative episodes, depersonalization/derealization, reliving experiences,
either in the form of intrusive post-traumatic stress disorder symptoms or in the form
of ruminative preoccupation.
4. Alterations in self-perception, including sense of helplessness or paralysis of
initiative, shame, guilt, and self-blame, sense of defilement or stigma, sense of
complete difference from others (may include sense of specialness, utter aloneness,
belief no other person can understand, or nonhuman identity).
5. Alterations in perception of perpetrator, including preoccupation with relationship
with perpetrator (includes preoccupation with revenge), unrealistic attribution of total
power to perpetrator (caution: victim’s assessment of power realities may be more
realistic than clinician’s), idealization or paradoxical gratitude, sense of special or
supernatural relationship, acceptance of belief system or rationalizations of
perpetrator.
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6. Alterations in relations with others, including isolation and withdrawal, disruption in
intimate relationships, repeated search for rescuer (may alternate with isolation and
withdrawal), persistent distrust, repeated failures of self-protection.
7. Alterations in systems of meaning, loss of sustaining faith, sense of hopelessness and
despair.
Many authors, researchers, clinicians, and trauma experts have recognized Complex PTSD as an
existing clinical concept (Berto et al., 2017; Brewin et al., 2017; Cloitre et al., 2011; Gilbar,
Hyland, Cloitre, & Dekel, 2018; Herman, 1997; Hyland et al., 2017a; Palic et al., 2016), despite
the fact that the DSM-5 (APA, 2013) chose not to include it in the 2013 publication of the DSM.
For example, in 2000 Kessler (as cited in Cloitre et al., 2011, p.116) stated that “it is now well
established that the majority of people who report exposure to trauma have experienced multiple
traumas rather than a single incident or event.” Cloitre et al. (2011) go on to suggest that:
A subset of these individuals experience circumstances such as childhood abuse or
genocide campaigns under which they are exposed for a sustained period to repeated
instances or multiple forms of trauma. This type of experience, called complex trauma,
creates risk for a symptom profile distinguishable from posttraumatic stress disorder
(PTSD). (p. 615)
Many authors and researchers are speaking about Complex PTSD as it relates to the World
Health Organization’s 11th publication of the International Classification of Diseases (ICD),
which includes a diagnostic criterion for Complex PTSD as a standalone disorder. The ICD
defines itself as:
The foundation for the identification of health trends and statistics globally, and the
international standard for reporting diseases and health conditions. It is the diagnostic
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classification standard for all clinical and research purposes. ICD defines the universe of
diseases, disorders, injuries and other related health conditions. (WHO, 2019)
A version of the ICD-11 Complex PTSD diagnosis was released in 2018 to allow for
interested parties to begin preparing for the final release of the manual through activities such as
translation and to provide a foundation for related research (2018). The finalized version of
Complex PTSD as a diagnostic criterion was released in the publication of the ICD-11 in 2019,
with approval for use starting in January 2022 (WHO, 2019). This release was the first time
Complex PTSD appeared as a published diagnosis, giving it officially recognition by the
medical, psychiatric, research, and therapeutic communities.
PTSD and Complex PTSD: Are They Separate Diagnoses and Why Is It Important?
This literature review and dissertation will be utilizing available information from the
ICD-11 classification of Complex PTSD along with related research to build a foundational
understanding of Complex PTSD, including a theoretical understanding of why Complex PTSD
is clinically and socio-politically important in any discussion about psychological trauma. Much
of the early research published about the new ICD-11 criteria for Complex PTSD evaluated the
validity of this new diagnostic concept and if there was indeed a reason to differentiate between
PTSD and Complex PTSD. Brewin et al. (2017) explore this question, emphasizing the
importance of evidencing that individuals with PTSD and Complex PTSD are indeed distinct and
that it is necessary to determine if there are enough clinically significant symptoms specific to
Complex PTSD to develop this more complex symptom profile and diagnostic criteria.
Across the board, researchers that utilized the pre-release of the ICD-11 Complex PTSD
definition have reported that three symptom clusters that are the same as a PTSD diagnosis will
remain, specifically: re-experiencing, avoidance, and sense of threat (Brewin et al., 2017). The
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three new defining disturbance in self-organizational domains (DSO) of Complex PTSD that
differentiate it from PTSD are classified were first defined as: emotional dysregulation, negative
self-concept, and interpersonal disturbances (Berto et al., 2017; Brewin et al., 2017; Gilbar,
Hyland, Cloitre, & Dekel, 2018; Hyland et al., 2017; Karatzias et al., 2016; Palic et al., 2016).
Berto et al. (2017) talk about the difference between PTSD and Complex PTSD and the
divergence between single-incident events and sustained and repeated events or multiple trauma
types, which seem to warrant the need for the addition of the three DSO in the Complex PTSD
taxonomy. In order to fit into the new ICD-11 criteria for Complex PTSD, patients will need to
meet criteria for PTSD as well as the DSO criteria but will not be eligible for a diagnosis of both
PTSD and Complex PTSD (Brewin et al., 2017).
Another differentiation between PTSD and Complex PTSD in the ICD-11 is the
relationship of the diagnosis to functional impairment, specifically how the differentiation will
impact the approach and duration of treatment (Brewin et al., 2017), thereby supporting the need
for separate diagnoses to indicate treatment length and type. For example, re-experiencing in the
present is a specific concept that is being explored to determine if there is a difference in the
quality of re-experiencing for individuals with PTSD vs. Complex PTSD. Brewin et al. explained
this area of exploration by stating that “among the outstanding issues are whether reexperiencing in the present is a universal aspect of PTSD or whether some trauma types (e.g.,
childhood sexual abuse) are associated with reliving that differs in intensity, frequency, sensoryperceptual, or other characteristics” (p. 9). It is thought that if there is a difference in functional
impairment, re-experiencing, and intensity of symptoms, and symptom expression, there is valid
reason to consider this separation between PTSD and Complex PTSD (Brewin et al., 2017, p. 8).
Brewin et al. (2017) asserted that if Complex PTSD is defined a disorder distinct from PTSD, it
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would support an increased and equal focus on the DSO domains, in addition to PTSD
symptoms, as that relates to new research, assessment methods, the development of new
treatments, and the clinical treatment planning process. As evidenced by the World Health
Organization moving forward with the formation of Complex PTSD for the ICD-11 (2019), it is
advantageous to understand the comprehensive deliberation that has gone into advocating for
Complex PTSD and what this may mean for the field.
It is important to consider the impact to the field Complex PTSD as a diagnosis in the
ICD-11 will have on both the people who receive a PTSD or Complex PTSD diagnosis, as well
on treatment providers and researchers (Bisson, 2013, as cited in Brewin et al., 2017). One
concern is the risk for confusion in learning to differentiate between these two diagnoses, as well
as in considering how the addition of a Complex PTSD diagnosis may significantly complicate
the current understanding of best practice for PTSD and the potential to negate previous research
on PTSD. At the same time, there is hope that by making Complex PTSD distinct and
internationally recognized, new research will show potential in more adequately treating and
healing this population. This directly relates to the purpose of this research study in terms of
considering how clinician confidence, or lack thereof, about the difference between PTSD and
Complex PTSD can impact appropriate care and interventions. Not only has there been
significant debate and deliberation in the decision to move forward with a Complex PTSD
diagnosis in the ICD-11, but this also opposes the decision made by the workgroup for the DSM5 to reject the inclusion of Complex PTSD in the DSM.
Complex PTSD and the DSM-5
Why Complex PTSD was not included in the DSM-5 and overlapping diagnoses
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In light of the addition of Complex PTSD in the ICD-11 (WHO, 2019), many years of
consideration went into the publication of the DSM-5 (APA, 2013) specific to the decision of
whether or not to add Complex PTSD as a diagnostic criterion in the DSM for the first time. It
was ultimately decided that Complex PTSD would not be added, which is discussed by Resick et
al. (2012) in an article discussing the reasoning behind this decision. Resick et al. responded by
explaining: “as our review demonstrates, it is important to clearly establish that Complex PTSD
is a separate construct rather than a more severe form of PTSD before it can be recognized as a
distinct diagnosis” (2012, p. 249). Resick et al. reviewed questions around the need for different
sequence, length of treatment, or types of treatment as it relates to Complex PTSD and offered a
systemic critique of this hotly debated issue. A major focus in this article was the discussion of
overlap between Complex PTSD and other diagnoses, with questioning around if Complex
PTSD needs to stand alone or could be combined with existing diagnostic criteria or categories.
Authors created a Venn Diagram of the overlap between Complex PTSD and other disorders,
which included: disorders of extreme stress not otherwise specified (DESNOS), post-traumatic
stress disorder (PTSD), borderline personality disorder (BPD), and major depressive disorder
(MDD) (2012, p. 245). Authors spent significant time reviewing both sides of this argument and
appeared to offer a balanced review of this decision-making process.
Resick et al. (2012) agreed that in evaluating the literature related to supporting Complex
PTSD as its own diagnostic criterion the general consensus was that there was still a significant
need for more trauma-specific research and that consistent information was lacking, particularly
around construct validity of Complex PTSD (p. 241). Resick et al. suggested that “introducing a
new diagnosis requires a high standard of evidence, including a clear definition of the disorder,
reliable and valid assessment measures, support for convergent and discriminant validity, and
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incremental validity with respect to implications for treatment planning and outcome” (2012, p.
241). What was generally found in exploring existing research is that there is a continuous
overlap between Complex PTSD and other diagnoses such as PTSD and BPD, suggesting that
Complex PTSD isn’t a discrete disorder—rather it is the extreme or underlying dimension of
existing disorders (Resick et al, 2012, p. 248).
Due to the amount of overlap between Complex PTSD and other diagnoses, there has
been extensive discussion of the benefit of adding Complex PTSD to the DSM-5. On one hand it
might help to reduce people from being diagnosed with multiple overlapping disorders, while on
the other hand a new diagnosis may reduce diagnostic reliability (Resick et al, 2012). Another
consideration from this workgroup was an evaluation of the clinical benefit of adding Complex
PTSD to the DSM-5. One reason it was thought that there was not strong enough evidence of
clinical benefit had to do with multiple clinical trials, which included participants who likely
would fit Complex PTSD criteria due to their complex trauma histories, and the results of these
studies showed that many participants responded to single phase treatments that were created to
treat PTSD (Resick et al., 2012). On the other hand, Brewin et al. (2017) considered the positive
impacts that Complex PTSD in the ICD-11 may have and stated, “we therefore believe it is
healthy that alternative diagnostic formulations compete to see which are most clinically useful
and able to contribute toward improving the international recognition and treatment of disease”
(p. 9). Due to the layers of pros and cons between the DSM-5 and the ICD-11, the Complex
PTSD debate continues.
Similar Diagnostic Criteria: DESNOS
The diagnosis Disorders of Extreme Stress Not Otherwise Specified (DESNOS) has a
similar historical trajectory to Complex PTSD in its struggle to gain recognition, and its shared
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features similar to Complex PTSD; both have struggled to gain ground as standalone diagnoses.
DESNOS was conceptualized in the 1990s and eventually listed as associated features of PTSD
in the DSM-IV (APA, 1994; Palic et al., 2016; Resick et al., 2012). DESNOS is often referenced
when considering Complex PTSD as it takes into consideration symptom clusters such as:
“affect regulation, consciousness, self-perception, perception of the perpetrator, relations with
others, and systems of meaning” (Resick et al., 2012, p. 241), which are similar to the three
disturbances in self-organizational domains (DSO) of Complex PTSD in the ICD-11. DESNOS
has provided a foundation for current research due to field trials for the DSM-IV (Palic et al.,
2016). Although research gained using the DESNOS conceptualization was valuable, it was not
enough to support the validity of a standalone DESNOS or Complex PTSD category in the DSM5, and instead relevant research findings were used to enhance and expand the PTSD diagnosis in
the DSM-5, specifically the addition of: “distorted beliefs about self and others, erroneous blame
of self and others, dissociation, reckless behavior, and the full range of negative emotions. As
with the DSM-IV, functional impairment, including interpersonal functioning, is included”
(Resick et al., 2012, p. 248). Others disagree with this reasoning and suggest that there was
indeed significant information gathered from empirical literature specific to symptoms of selforganization (van der Kolk et al., 2005, as cited in Brewin et al., 2017). They go on to suggest
that the field trails for DESNOS for the DSM-5 “revealed substantially higher rates of
endorsement of symptoms representative of disturbances in affective, self, and relational
domains among those with early-life chronic trauma relative to those with other types of trauma
history” (van der Kolk et al., 2005, as cited in Brewin et al., 2017, p, 3). These representative
symptoms are additionally very similar to the disturbances in self-organization (DSO) categories
identified for Complex PTSD (WHO, 2019).
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Similar Diagnostic Criteria: EPACACE Compared with DESNOS & Complex PTSD
A third diagnosis which is similar to Complex PTSD that can be found in the ICD is
called Enduring Personality Changes After Catastrophic Events (EPCACE) (WHO, 2019). When
comparing Complex PTSD, DESNOS, and EPCACE, there are a few differences that lead to
Complex PTSD being the most appropriate and easiest to use when diagnosing people with
chronic and repeated trauma. DESNOS has 48 possible symptoms and is organized into six
scales and 27 subscales (Pelcovitz et al., 1997, as cited in Brewin et al., 2017), whereas ICD-11
Complex PTSD has fewer symptoms to consider (Brewin et al., 2017). DESNOS and ICD-11
Complex PTSD both place emphasis on affect dysregulation, negative self-concept, and
relational difficulties. While EPCACE maintains a focus on demonstrable personality change,
Complex PTSD does not (Brewin et al., 2017). All three diagnoses share a focus on the changes
in self-organization, the link between these changes, and a history of exposure to repeated,
complex, or multiple traumas, while a final major difference with Complex PTSD is that
functional impairment is an important factor and requirement to fit diagnostic criteria (Brewin et
al., 2017).
Similar Diagnostic Criteria: Developmental Trauma Disorder
Another trauma-specific disorder that didn’t make it into the DSM-5 (APA, 2013) is one
called developmental trauma disorder, which takes a closer look at the attachment and
developmental aspects of trauma in children. In his book, The Body Keeps the Score, van der
Kolk (2014) maintained a focus on the neurobiological components of trauma and related brainbody connections. Van der Kolk included a discussion on trauma in children and began to
articulate how attachment trauma and trauma that does not fit the existing PTSD diagnostic
criteria run the risk of missing trauma and trauma symptomology in children. Van der Kolk
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explored some of the problems with the way the DSM-5 classifies trauma and PTSD, and in
chapter ten, “Developmental Trauma: The Hidden Epidemic” (van der Kolk, 2014, pp.151–170),
he offered his proposal to the DSM-5 review process for inclusion of the diagnosis
Developmental Trauma Disorder. Similar to the push for Complex PTSD to gain approval within
the American Psychiatric Association, van der Kolk presented a call to action for a better
conceptualization and diagnostic representation of non-traditional trauma within the DSM for
children.
Van der kolk (2014) argued for the necessity to expand and include new diagnostic
criteria that adequately addresses trauma symptomatology that doesn’t fit into current diagnostic
criteria and suggested that we must advocate for more appropriate diagnostic conceptualizations
in order to provide appropriate treatment to those suffering. Van der Kolk advocated for the
power behind an official diagnosis as it provides the foundation between conceptualization,
diagnosis, and cure, as someone without an accurate diagnosis is bound to get insufficient
treatment. Despite the fact that Complex PTSD, DESNOS, and Developmental Trauma Disorder
didn’t make it into the DSM-5, Resick et al. (2012) asserted that there is still momentum for
greater conceptualization of complex trauma in the form of a concrete and recognized diagnosis
than can be found in the DSM and work is being done to establish a foundation of research
evidence prior to inclusion in the DSM.
Arguments For and Against Inclusion of Complex PTSD in the DSM
One consideration for the DSM is to expand the PTSD diagnosis to include more
components suggested in the conceptualization of Complex PTSD. A concern in adding
Complex PTSD as a standalone diagnosis is the ways in which it might impede research that is
exploring prevalence and treatment protocols specific to PTSD, thereby complicating clinical
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interventions and decisions (Lilienfeld, Waldman, & Israel, 1994, as cited in Resick et al., 2012).
Due to the DSM workgroup not finding construct validity for Complex PTSD “the absence of
well-controlled studies examining the effects of treatment on Complex PTSD makes it difficult
to draw conclusions about appropriate treatments for Complex PTSD” (Resick et al., 2012, p.
247). There is some debate about placing Complex PTSD as a subtype of PTSD as “research on
clinicians indicates that they tend not to look at or use subtype information” (Reed, 2010, as cited
in Brewin et al., 2017, p. 9). Brewin et al. argued that “given that Complex PTSD may be as
prevalent as PTSD in some settings, the salience of the diagnosis being considered by the
clinician is important” (2017, p. 9). It is no secret that understanding a diagnosis and building
construct validity offers opportunities for the development of important research that generally
offers expanded knowledge on the impact of a disorder on specific populations (Friedman,
Keane, & Resick, 2007; Resick et al., 2012).
A final argument in placing Complex PTSD as a subcategory of PTSD is the need to
define the nature of the traumatic event in order to validate and define Complex PTSD. Bryant
(2012) argued that research about Complex PTSD needs to show that multiple prior traumatic
events could be a risk factor for a PTSD diagnosis but could also lead to different symptoms
more congruent with Complex PTSD and related manifestations of this separate disorder not
otherwise captured by PTSD. Bryant explained that “given what we now know about the
variable responses of trauma exposure, including childhood abuse, it seems inappropriate to
place such emphasis on an historical event rather than symptom presentation when defining the
syndrome” (pp. 252–253).
One way the workgroup for the DSM-5 deliberated making changes to the PTSD
diagnosis was by considering adding a dissociative subtype to PTSD. This is relevant as
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dissociative symptoms of PTSD often link to more severe PTSD (Resick et al., 2012), hence the
severity links to a potential connection to Complex PTSD. The dissociative subtype is
significantly more limited than a conceptualization of Complex PTSD; however, Resick et al.
(2012) suggested that “to our knowledge, no study has empirically evaluated the evidence for a
similar Complex PTSD subtype of PTSD” (p. 248). They offered that specific research is needed
to explore clinically distinct responses to the construct of Complex PTSD, as was done for
dissociation, in order to consider Complex PTSD as its own subtype (Resick et al., 2012).
Another argument presented by Resick et al. (2012) in response to the DSM-5 PTSD workgroup
was that there is no research that specifically suggests that a history of complex trauma increases
likelihood of Complex PTSD. They state:
Further research is needed to determine whether there is a unique relationship between
complex trauma and Complex PTSD. Although one study indicated the number of
traumas experienced in childhood predicted problems with disturbed affective and
interpersonal functioning (Cloitre, Petkova, Wang, & Lu, 2012), research has not
evaluated whether complex trauma necessarily (and specifically) results in Complex
PTSD. (Resick et al., 2012, p. 242)
Again, the argument remains that Complex PTSD does not have research backing it to suggest it
is distinct from PTSD. Resick et al. (2012) explained, “what has yet to be demonstrated is
evidence of a qualitatively different relationship between complex trauma exposure as defined
above and the development of a unique symptom pattern that is best captured by an independent
diagnosis called Complex PTSD” (p. 243).
Complex PTSD and the BPD Overlap
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The diagnosis BPD overlaps with suggested diagnostic criteria for Complex PTSD in
many ways and is frequently cited as one of the reasons the field doesn’t have enough research to
show a significant distinction between the two disorders (Resick et al., 2012). Others suggest
there may be value in considering integrating BPD into a complex trauma structure (Resick et
al., 2012; also see Gunderson & Sabo, 1993; Herman, Perry, & van der Kolk, 1989; Lewis &
Grenyer, 2009), which calls into question how Complex PTSD is distinct from BPD. Some areas
to consider when comparing and contrasting these diagnoses are: the long-term course of each
disorder, influence of trauma exposure (particularly during childhood), personality, secondary
diagnoses, trends specific to coping styles, response to treatment interventions and protocols,
considerations specific to functioning and impairment, and potential for quality of life relative to
the disorders (Resick et al., 2012). One study by Brewin et al (2017, p. 6) explored four groups
(N=310) with distinct symptom profiles for BPD, ICD-11 Complex PTSD and no BPD, ICD-11
PTSD, and a group with low symptoms, and suggested that “there is some evidence emerging
regarding the discriminant validity of Complex PTSD as compared to Borderline Personality
Disorder (BPD)” (also see Cloitre et al., 2014). Brewin et al suggested that while there is
certainly symptom overlap between BPD and Complex PTSD, such as emotion regulation, there
are also features that can be clearly differentiated, and they suggested that:
BPD is typically characterized by an unstable sense of self that alternates between highly
positive or negative self-evaluation and by emotionally intense and unstable relationships
that vacillate between idealizing and denigrating perceptions of others. Complex PTSD in
contrast is defined by a stable, although deeply negative sense of self and perceptions of
relationships as painful and generally avoided. The presence of a trauma history is not a
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requirement for a diagnosis of BPD, while it is a prerequisite for the diagnosis of
Complex PTSD. (p. 3)
Another major distinction Cloitre et al. (2014) made distinguishing Complex PTSD from BPD in
presenting literature and research to support the ICD-11 Complex PTSD criteria was that:
In Complex PTSD, as proposed in ICD-11, the fear of abandonment is not a requirement
of the disorder, self-identity is consistently negative rather than shifting and relational
disturbances highlight chronic avoidance of relationships rather than sustained chaotic
engagement. While emotion regulation difficulties are central to both Complex PTSD and
BPD, their expression is quite different. In Complex PTSD they predominantly include
emotional sensitivity, reactive anger and poor coping responses (e.g., use of alcohol and
substances). In BPD, some of the preceding may be observed, but the criteria, perhaps the
defining characteristics of the disorder, include suicide attempts and gestures as well as
self-injurious behaviors, events which occur much less frequently in complex forms of
PTSD than in BPD samples. (Cloitre et al. 2014 p. 3; also see Zlotnick, Franklin, &
Zimmerman, 2002).
Ford and Courtois (2014) came from another angle to propose that there is a noteworthy
distinction between BPD and Complex PTSD, and they suggested that:
Two BPD diagnostic criteria specifically related to attachment disorganization or
insecurity are quite distinct from PTSD in the DSM-5 and from Complex PTSD: terror of
abandonment or rejection, and alternating idealization and devaluation of others. This is
consistent with the laboratory research finding that physiological reactivity by individuals
with childhood sexual or physical abuse histories who met criteria for BPD was strongest
when exposed to scripts highlighting themes of abandonment, while those meeting
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criteria for PTSD but not BPD had peak physiological reactivity when exposed to scripts
of traumatic (e.g., violent, abusive, life-threatening) events. (p. 3)
Despite some apparent overlap between Complex PTSD and BPD, there appear to be enough
fundamental differences in the manifestation and identification of Complex PTSD that having a
Complex PTSD diagnosis available for clinicians and researchers may increase efficacy in both
treatment strategies as well as the focus of research by differentiating the two disorders.
Results: Complex PTSD and the DSM-5
Although Resick et al. (2012) reported many considerations for Complex PTSD in the
deliberation for inclusion in the DSM-5, the Complex PTSD workgroup for the DSM-5
ultimately felt that there just wasn’t enough research to suggest that Complex PTSD is a separate
construct nor was there adequate research suggesting the clinical and treatment implications of
including Complex PTSD as a separate construct. Resick et al. (2012) suggested that what is
needed are “better characterization of the samples, comparisons of Complex PTSD treatments
with other treatments typically thought of as PTSD treatments (e.g., CPT, PE), and analyses to
determine whether Complex PTSD symptoms improve after treatment are essential to
determining whether different treatments are indicated for individuals with Complex PTSD” (p.
249). This argument that deterred Complex PTSD from getting into the DSM-5 has since been
studied extensively as the ICD-11 prepared to include Complex PTSD; some of these studies will
be reviewed and considered later in this literature review.
Another consideration in the debate about adding Complex PTSD to the DSM-5 made by
the DSM-5 workgroup was specific to the definition and relevance of a criterion A index trauma
in the PTSD diagnosis. Studies have explored if PTSD symptoms are more likely to follow
events that can be defined as traumatic verses events that are defined as distressing but not
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traumatic, which would potentially change the diagnostic criteria of needing to identify a
criterion A traumatic event in order to diagnose PTSD (Friedman, Resick, Bryant, & Brewin,
2011). It was ultimately decided by the committee to keep criterion A because it was found at the
time that the intrusion and avoidance symptoms of PTSD were critical components of the
diagnosis that linked directly to the traumatic event (2011). However, Larsena & Pacella (2016)
conducted a meta-analysis which found conflicting research that suggested that there was very
little difference in symptoms stemming from traumatic events versus the non-traumatic
distressing events, and that PTSD symptomology had more to do with subjective experiences of
fear, helplessness, and horror than the definably traumatic nature of the event. Although the ICD11 is maintaining that PTSD criteria must be met prior to a diagnosis of Complex PTSD, it is
relevant to consider non-traumatic distressing experiences when exploring the constellation of a
cumulative trauma structure inherent in Complex PTSD.
Different Directions: DSM-5 and ICD-11
The differing directions the DSM-5 and the ICD-11 have taken in regard to Complex
PTSD put the field of research, clinical psychology, and trauma psychology in a complicated
position in this time of change specific to the construct and diagnostic evolution of Complex
PTSD. Bryant (2012) argues that it is critical to create the construct and symptomological
structure of Complex PTSD in order to advance the field and orient this construct in its
relationship to other disorders in the field and better understand its underlying framework, which
leads ultimately to future research and treatment needs. Brewin et al. (2017) also advocate to
simplify the field, and that “the benefits of limiting diagnosis to one rather than a multiplicity of
disorders include simplification in assessment, potential reduction of stigma for the patient, and
streamlined treatment” (p. 9). At this point the field stands divided; therefore, researchers

FACTORS ASSOCIATED WITH CLINICIAN CONFIDENCE
40
interested in studying Complex PTSD are generally utilizing ICD-11 constructs and structure to
standardize terms and build foundational knowledge. Whether or not the DSM-5 eventually
follows suit, researchers are gaining ground in Complex PTSD inquiry and the field is
advancing. All of this foundational research and knowledge begins to provide the field with
results and information that will inform the creation and study of best care practices and
treatment interventions; however, this all continues to neglect a discussion on how clinicians
self-report confidence in these areas, or how they will be supported specific to the treatment of
Complex PTSD or even how systemic structures can best support the integration of this new
diagnosis in a way that is most effective for the people seeking care for this disorder. This gap in
the research is relevant to this dissertation and a need to collect research on factors that influence
clinician confidence as it relates to both PTSD and Complex PTSD.
Complex PTSD and the ICD-11: Introducing a New Diagnosis & Exploring the Research
Complex PTSD and Construct Validity
The decision by the World Health Organization to move forward in pursuing the addition
of Complex PTSD to the ICD-11 has opened up the doors to a wealth of new research and
discovery in the field of trauma, PTSD, and related topics. This process of research began with
the need to establish construct validity for Complex PTSD. Even though many believe that
empirical evaluation did indeed demonstrate strong internal consistency and construct validity of
the initially proposed symptom clusters for Complex PTSD (Cloitre et al., 2013; Elklit, Hyland,
& Shevlin, 2014; Knefel & Lueger-Schuster, 2013), it is helpful to see newer research that
provides the field even more information about specific aspects of the construct validity. Hyland
et al. (2017b) report that they were the first to provide research evidence on the discriminant
validity between PTSD and Complex PTSD for the ICD-11. This study utilized a sample of
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N=171 and the use of the International Trauma Questionnaire to do the following: “(i) assess the
factorial validity of ICD-11 PTSD and Complex PTSD; (ii) provide the first test of the
discriminant validity of these constructs; and (iii) provide the first comparison of ICD-11, and
Diagnostic and Statistical Manual, Fifth Edition (DSM-5), PTSD diagnostic rates using disorderspecific measures” (Hyland et al., 2017b, p. 313).
Palic et al. (2017) conducted a study looking at construct validity of the ICD-11 PTSD
and Complex PTSD linked to prolonged trauma types, with a focus on age of exposure and level
of interpersonal intensity (p. 693). This study utilized a Latent Class Analysis (LCA) with N=820
and found that Complex PTSD was linked to both childhood and adulthood prolonged trauma
with the predictive factor of Complex PTSD being the severity of interpersonal intensity of the
traumatization (2017, p. 696). They deduce that “this is in line with previous research and
theories (e.g., Herman, 1992), which describe the interpersonal aspects of the prolonged trauma
as the most harmful, as they might undermine victims’ attachment security, and result in long
term problems with self-regulatory capacities” (2017, p. 696). When Brewin et al. (2017)
explored the link between Complex PTSD and disturbances in self-organization (DSO), they
suggested that “the results support the conceptual coherence of the Complex PTSD diagnosis as
being comprised of two distinct but related components” (p. 6). Hyland et al. (2017b) have found
similar results and agree that the DSO conceptualization of the Complex PTSD diagnostic
construct is exactly what indicates a need for the Complex PTSD diagnosis so as to encourage a
broader clinical understanding of trauma beyond the PTSD diagnostic construct.
Disturbances in Self-Organization (DSO)
A critical component of Complex PTSD is the incorporation of the disturbances in selforganization (DSO) symptoms, meaning (1) Affect dysregulation, (2) Negative self-concepts and
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(3) Disturbances in relationships (Hyland et al., 2017a). The DSO’s link specifically to the need
for a Complex PTSD diagnosis, as often Complex PTSD symptoms arise that are not in direct
response to an identified or specific trauma reminder or trigger and can be identified as a
pervasive triggering disturbance across a variety of contexts (Hyland et al., 2017a). This has led
researchers to propose that it is the symptom profile that becomes critically important in
Complex PTSD cases, rather than the trauma history itself (Karatzias et al., 2016). Much
information was gained from the DSM-IV field trials assessing Complex PTSD, which was
gathered in part from expert clinicians who could demonstrate consensus about the frequency
and level of impairment of symptoms as they show up in clinical settings (Hyland et al., 2017a).
By better understanding and building construct around DSO, the risk of failing to identify
impacted individuals is reduced, as is the chance that an individual is ineligible to receive a
diagnosis that fits within a diagnostic system (Brewin et al., 2017).
It is interesting to note that in the community, rates of PTSD are higher than Complex
PTSD, while in trauma specialty clinics rates of Complex PTSD are higher: “to date, prevalence
rates of 7.8% to 37% for PTSD and 32.8% to 42.8% for Complex PTSD have been reported in
samples assessed in trauma clinics” (Brewin et al., 2017, pp. 6–7; see also Hyland et al., 2017a;
Karatzias et al., 2016; Nickerson et al., 2016). One can surmise that it is possible that Complex
PTSD is not found at higher rates in the community due to the lack of knowledge and only recent
construct validity of this diagnosis, when in fact, clinics that are treating trauma specifically can
identify Complex PTSD at much higher rates. Ultimately, “we cannot formulate effective
strategies to deal with violence unless we have a common knowledge base that explains to us
what trauma, adversity, and interpersonal violence actually do to the body, mind, and soul of the
individual” (Bloom, 2013, p. 23). Thus, it is critical to offer construct validity and a clear
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diagnostic formula for Complex PTSD in order to increase community and professional
knowledge about this disorder and work to move the field forward.
Assessment
With the evolution of a construct such as Complex PTSD, there must also be time spent
on the development of an assessment measure that is tested for reliability and validity to pair
with the new diagnosis. The ICD-11 created a trauma questionnaire, ICD-TQ; however, since the
Complex PTSD diagnosis wasn’t finalized at the time the ICD-TQ was created, it is likely to
change, which makes research on the measure’s reliability and validity difficult when using the
ICD-TQ. Karatzias et al. (2016), however, were able to access a version of the ICD-TQ from
which to conduct research to explore construct validity. Their study provided “an assessment of
the reliability and validity of a newly developed self-report measure of ICD-11 PTSD and
Complex PTSD: the ICD-11 Trauma Questionnaire (ICD-TQ)” (p. 73). The study utilized
individuals from the National Health Service trauma center in Scotland, with a total participant
sample of N=193. The study results indicated that the factorial validity of the ICD-TQ held
internal reliability, ultimately indicating support for the questionnaire and the way in which it
assesses the three symptom clusters of the disturbances in self-organization (DSO). Due to
complications with reviewing archival data for Complex PTSD, these researchers recognized a
need to conduct new research with the specified symptom sets offered by the ICD-11 criteria for
Complex PTSD. The ICD-TQ was designed to assess re-experiencing even if the client did not
have a memory, or clear memory, of the trauma or abuse itself.
Predictive Factors
In having construct validity for Complex PTSD and an assessment tool (ICD-TQ) in the
works, it is relevant to consider predictive factors for Complex PTSD. There is a shift in thinking
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about Complex PTSD vs. PTSD considering that PTSD links directly to a criterion A index
trauma event, while Complex PTSD is more reliant on cumulative risk factors. Hyland et al.
(2017a) explain:
ICD-11 requires exposure to a traumatic event as a gateway for a diagnosis of either
PTSD or Complex PTSD. With respect to a differential diagnosis between PTSD and
Complex PTSD, the nature of the traumatic stressor is considered a risk factor rather than
a requirement for a differential diagnosis; this is to allow recognition of the role played
by genetic and environmental risk and resiliency factors (e.g., social support) in the
development of distinct traumatic responses. It is proposed that exposure to interpersonal
traumas that are prolonged and repeated in nature, or comprise multiple forms, from
which escape is difficult or impossible, will increase the risk of DSO symptomatology in
addition to the core PTSD symptoms. (p. 728)
Expanding the conceptualization of the traumatic stressor as a risk factor rather than requirement
greatly changes the nature and types of traumas that can be considered for Complex PTSD,
which may be particularly important in cases of compromised memory or dissociation.
Childhood sexual abuse was the strongest predictor of Complex PTSD class membership,
and one study found that these individuals were five times more likely to meet criteria for
Complex PTSD over PTSD (Hyland et al., 2017a). Other predictive factors included: childhood
physical assault, interpersonal traumas during early development, adult physical assault, severe
interpersonal adult trauma, domestic violence, genocide, torture (Cloitre et al., 2013; Hyland et
al., 2017a; Palic et al., 2016). Other risk factor considerations are when the trauma exposure is
prolonged, repeated, consists of multiple forms or types of traumas, and is relative to the
difficulty of escape in those situations (Brewin et al., 2017; Hyland et al., 2017a).
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There is some debate about the predictive factor of sustained childhood interpersonal
trauma and Complex PTSD (Hyland et al., 2017a), but there is generally consensus that the
severity of the trauma has a lot to do with the manifestation of DSO and Complex PTSD
symptoms (Brewin et al., 2017; Palic et al., 2016). Palic et al. (2016) went as far as to say that
severity of the traumatization is more important to consider as a risk factor than the
developmental stage at which the trauma occurred. It is interesting to note that in one study “the
presence of one type of childhood interpersonal violence produced twice the risk of Complex
PTSD relative to PTSD and that risk substantially increased with every additional event type”
(Hyland et al., 2017a, as cited in Brewin et al., 2017, p. 8).
When considering the factor of severity of the trauma, single-event traumas can even be
considered as a predictive risk factor for Complex PTSD:
For example, the presence of Complex PTSD in an individual with a single adult onset
trauma may be due to the severity of the event (e.g., gang rape, witnessing the violent
death of one’s child) as well as personal vulnerabilities (e.g., genetic predisposition)
and/or environmental factors (social criticism). Conversely, a person with a history of
childhood sexual abuse might develop PTSD rather than Complex PTSD due to the
presence of protective factors (e.g., personal resiliency, supportive family system). Given
that we treat symptoms not history, it is important that diagnosis is only guided, and not
constrained, by the latter. (Brewin et al., 2017, p. 8)
The intention with the DSO categorization for Complex PTSD is a strong reminder that just
because risk or predictive factors of Complex PTSD are high, doesn’t mean that the individual
will fit criteria for Complex PTSD (Brewin et al., 2017).
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A study by Berto et al. (2017) comes from the perspective of studying children who may
meet criteria for Complex PTSD. This study considers symptoms children with experiences of
trauma often have that go beyond a PTSD diagnosis. Researchers looked at facial recognition
children had of angry and sad faces, and negative coping specific to the attraction to either angry
faces (acting out) or sad faces (depression and withdrawal). Ultimately, these researchers suggest
that the symptoms that go beyond PTSD could be classified under Complex PTSD. This dotprobe study anticipated that children with Complex PTSD who oriented to the sad faces were
more likely to develop into adolescents with depressive disorder, whereas children with Complex
PTSD who oriented to the angry faces were more likely to develop disruptive mood
dysregulation disorders. Some limitations of this study were small sample size (N=47) and the
need for longitudinal data. This study is relevant as it considers Complex PTSD in childhood and
gives insight to data relevant to the origins of diagnostic components of Complex PTSD that go
beyond a PTSD diagnosis, meaning potential origins of DSO symptom sets.
Another interesting finding in the predictive nature of Complex PTSD is the relationship
between Complex PTSD and social factors. Hyland et al. (2017a) found that unemployment
status was the second strongest predictor for Complex PTSD and that those who were
unemployed were four times more likely to fall into the Complex PTSD class and that, in
addition, it increased the potential for criteria to be met for Complex PTSD over PTSD, which
suggests a link between Complex PTSD and social factors. It was also found that being
unemployed, not married, and living alone were factors to be considered when differentiating
between the likelihood of a Complex PTSD vs. a PTSD diagnosis (Brewin et al., 2017; Karatzias
et al., 2016). A cross-sectional study found data that suggested that Complex PTSD more so than
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PTSD links with minority status, lower education levels, and lower self-reported socioeconomic
status (Brewin et al., 2017; Perkonigg et al., 2016).
Gender is a debated factor when considering predictive risk for Complex PTSD. Hyland
et al. (2017a) indicate that the literature generally suggests that females have double the
prevalence rates of PTSD than males, and that in this study their results were consistent with this
prevalence rate for both PTSD and Complex PTSD. Despite common assumption in the field that
females are at greater risk, there are various studies that suggest otherwise. Many authors found
that “female gender is associated with greater risk for Complex PTSD than PTSD” (Brewin et al.
2017, p. 8; see also Knefel et al., 2015; Perkonigg et al., 2016) while Hyland et al. (2017a) also
found a study that suggested the reverse. At the same time “the majority of studies have found no
gender difference between the two disorders” (Brewin et al., 2017 p. 8; also see Cloitre et al.,
2013; Hyland et al., 2017a; Karatzias et al., 2016; Murphy et al., 2016; Wolf et al., 2015). At the
end of the day, the ICD-11 (WHO, 2019) includes a section speaking to gender-related features
with the following two qualifiers: first, it states that “Females are at greater risk for developing
Complex Post-Traumatic Stress Disorder than males” and second it states that “Females with
Complex Post-Traumatic Stress Disorder are more likely to exhibit a greater level of
psychological distress and functional impairment in comparison to males.”
Due to the need to test the construct validity of Complex PTSD as it is conceptualized in
the ICD-11 with non-standard populations, Gilbar, Hyland, Cloitre & Dekel (2018) conducted a
study with the use of confirmatory factor analysis to gather data from N=234 Israeli men who
were perpetrators of intimate partner violence and mandated to treatment. This study aimed to
explore the following three areas:
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(1) assessing the validity of Complex PTSD in a unique population of male perpetrators
of intimate partner violence; (2) examining whether exposure to different types of
traumatic events would be associated with the two proposed Complex PTSD factors,
namely PTSD or DSO; and (3) assessing the differential association of various
sociodemographic and symptom characteristics with each factor. (p. 49)
This sample population was chosen due to their gender being less frequently studied for
Complex PTSD, and because they have higher rates of PTSD than the community samples, they
have higher rates of childhood exposure to violence by their parents, and they generally do not
seek treatment (Gilbar, Hyland, Cloitre & Dekel, 2018). This study found lower rates of
Complex PTSD than they anticipated, but they did find that participants with chronic and
cumulative childhood exposure to traumatic events increased probability of DSO symptoms
(2018), that lower rates of Complex PTSD may have had more to do with the participants not
seeing themselves as having interpersonal problems (Bell & Naugle, 2008; Gilbar, Hyland,
Cloitre & Dekel, 2018), and that participants were less likely to identify PTSD symptom sets,
particularly re-experiencing, even though they rated high on the disturbances in self-organization
(DSO) symptoms (Gilbar, Hyland, Cloitre & Dekel, 2018). Ultimately, they suggest that “This
study strengthens the validity of the ICD-11 PTSD and Complex PTSD diagnoses and is based
on a unique population in a cultural context that has not previously been studied” (Gilbar,
Hyland, Cloitre & Dekel, 2018, p. 55). This leaves the consideration of gender as a risk factor for
Complex PTSD as an unanswered question at this time and offers an area for further research.
Questioning Complex PTSD: Is This a Valid Diagnostic Criterion?
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Wolf et al. (2015) express concerns and warning specific to the ICD-11 Complex PTSD
diagnosis in their 2015 publication ICD–11 Complex PTSD in U.S. National and Veteran
Samples: Prevalence and Structural Associations With PTSD. They suggest that:
In our view, it is important for the proposed changes to undergo empirical examination
and scientific vetting prior to the publication of ICD–11 because adopting an unvalidated
diagnosis has potential to negatively impact scientific advances and clinical care of
trauma survivors worldwide. (Wolf et al., 2015, p. 216)
They cite that the ICD-11 Complex PTSD diagnosis is likely to become a legally mandated
diagnostic criteria upon its publication, and that “this could mean that access to trauma-related
mental health treatment and reimbursement for care will rely on diagnostic criteria that are
markedly different from the existing ones and that have not been sufficiently tested” (Wolf et al.,
2015, p. 216). Their primary concern is that there is not clear indication that Complex PTSD is
significantly distinct from PTSD and that “the cumulative burden of lifetime trauma has an effect
on the overall severity of posttraumatic psychiatric disturbance but does not suggest that such
exposure is etiologically linked to a unique type or kind of posttraumatic psychopathology”
(Wolf et al., 2015, p. 226). By creating a diagnostic criterion for Complex PTSD that is not
clearly distinct from PTSD, there is risk of complicating multiple facets of research, treatment,
and reimbursement for these disorders which, by their determination, is not yet warranted in the
available research data and results.
As It Stands: The ICD-11 Moves Forward with Complex PTSD
Although there continues to be much debate in the field as to the necessity for the ICD-11
introduction of the new diagnostic criterion for Complex PTSD (WHO, 2019), the diagnosis was
published in 2019 and was open for use in treating traumatized populations in January 2022. The
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conceptualization of treatment and clinical implications will need to be expanded and researched
to achieve best practices for treating Complex PTSD. Hyland et al. (2017a) state that “current
findings add to a growing literature supporting the validity of Complex PTSD as a unique
diagnostic entity. This has important clinical implications as Complex PTSD, possessing a
distinct etiology and symptom composition, likely requires distinct clinical interventions to
maximize treatment efficacy” (p. 735), meaning we cannot assume that best practices for PTSD
will be appropriate for Complex PTSD. Karatzias et al. (2016) agree and state that “the ICD
guidelines for the development of diagnoses indicate that they should have clinical utility,
characteristics of which include that they be structured in a way consistent with clinicians’
mental taxonomies and demonstrate ease of use” (p. 73). Karatzias et al. go on to explain that:
Although research is required on the treatment of Complex PTSD, the presence of a
greater number and greater diversity of symptoms, along with greater functional
impairment would suggest that relative to exposure alone treatments, the addition of
treatment modules components that target the varied symptom clusters (e.g.,
interpersonal problems) might enhance treatment outcomes. (2016, p. 79)
Again, this implies that with the introduction of this new diagnostic criterion of Complex PTSD
in the ICD-11 (WHO, 2019), the field must be prepared to explore a new set of treatment options
for this population, as the introduction of the DSO criteria change the clinical conceptualization
and implications of treating highly traumatized populations. This statement also suggests that
although there are many evidence-based and best practices for PTSD, there is still room to
improve outcomes and recovery potential for this population, and by considering new treatment
criteria for Complex PTSD, there is increased hope to continue to move in the direction of
improved treatment outcomes for individuals receiving treatment for their trauma. This
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dissertation research has aimed to collect exploratory initial data specific to factors that seem to
be related to clinician confidence in identifying both PTSD and Complex PTSD and clinician
confidence to differentiate their treatment approach between the two.
Treatment Considerations for Complex PTSD
Complex PTSD Treatment Preparation and Consideration
Prior to the World Health Organization (2019) committing to the creation and addition of
Complex PTSD as a defined construct and diagnostic criterion in the ICD-11, many trauma
experts have created models and protocols to treat Complex PTSD. Considering that Complex
PTSD has not had a consistent or validated construct to date, the foundation from which to create
evidence-based practices has not existed. It is possible that some existing evidence-based
practices for PTSD will be sufficient in addressing individuals with Complex PTSD; however,
with the addition of the DSO symptoms, even existing evidence-based PTSD protocols will need
to be tested and researched and may need alterations or adjustments to meet the needs of
Complex PTSD. Existing non-evidence-based Complex PTSD treatment models will also require
research to explore efficacy, and new or alternative treatment methods may need to be explored
or developed. As the field prepares to conduct new research for the treatment of Complex PTSD,
it is relevant to consider the use of a three-phase trauma treatment structure to help guide
treatment strategies, protocols, and interventions.
Herman and a Three-Phase Trauma Treatment Model
Following Herman’s (1997) publication of a suggested criteria for Complex PTSD in her
work Trauma and Recovery, the adoption of a three-phase treatment philosophy and structure
was also adopted by many trauma experts and treaters. One reason to understand and consider
Herman’s (1997) three-phase model is that it gives structure and definition to the timing of
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different types of interventions, and she suggests that this recovery process is dialectal in nature
and that an oscillation between phases will likely be necessary. Prior to her first phase of
treatment, she speaks to the importance of building a healing relationship from which to address
Complex PTSD, as she states:
The core experiences of psychological trauma are disempowerment and disconnection
from others. Recovery, therefore, is based upon the empowerment of the survivor and the
creation of new connections. Recovery can take place only within the context of
relationships; it cannot occur in isolation. (p. 133)
Bloom (2013) also speaks to the importance of recovery as a process that cannot be completed in
isolation. “Post-traumatic stress disorder is a social disease. Its effects spread across and down
the generations. The key to eliminating post-traumatic stress disorder is preventing trauma. The
key to treating post-traumatic stress disorder is other people” (p. 82). Needless to say, it is
important to consider the value of social supports, relationships, and therapeutic relationship
when treating traumatized individuals within any treatment framework.
Herman (1997) suggests that treatment begins with phase-one, safety, which needs to be
established in the realms of safety in body, emotion, and thinking, as well as in relation to other
people. Depending on the degree, severity, and chronic nature and repetition of the trauma,
establishing safety may require a layering of interventions and may take months to years to
establish (Herman, 1997). In cases of Complex PTSD, this process is likely to be difficult for
various reasons, including an assessment of lack of safety toward self, as seen in examples of
self-harm, failure to self-protect, and engagement in repetitive and dangerous trauma patterns
(Herman, 1997). Bloom (2013) echoes this response and states that “psychological safety refers
to the ability to be safe with oneself, to rely on one’s own ability to self-protect against any
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destructive impulses coming from within oneself or deriving from other people, and to keep
oneself out of harm’s way” (p.132). To address this, “the survivor must painstakingly rebuild the
ego functions that were most severely damaged in captivity. She must regain the ability to take
initiative, care out plans, and exercise independent judgement” (1997, p. 166). Additionally,
“securing a safe environment requires attention not only to the patient’s psychological capacity
to protect herself but also to the realities of power in her social situation” (Herman, 1997, p.
171). Bloom (2013) suggests that:
To re-establish psychological safety, they must re-gain, or gain for the first time, a sense
of empowerment, an experienced recognition that they can alter their lives for the better,
that they can express anger without being abused, that they can relax and enjoy
themselves without punishment, that their actions can make a positive difference in their
lives and in the lives of others. (p. 133)
Herman (1997) states that “no other therapeutic work should even be attempted until a
reasonable degree of safety has been achieved” (pp. 159–160).
Phase two is identified as remembrance and mourning by Herman (1997) and can be
thought of as the phase where the individual with Complex PTSD tells their story. This is a
generalization, as there are phase-two interventions in which the story telling, or trauma reprocessing, is not conducted in a story or narrative like process. Van der Kolk (2014) speaks to
reprocessing work by suggesting that “in order to regain control of self, you need to revisit the
traumas. Sooner or later, you need to confront what has happened to you, but only after you feel
safe and will not be retraumatized by it” (p. 206). Van der Kolk promotes somatic body-based
interventions for phase-two work and explains “in these treatment approaches the story of what
has happened takes a backseat to exploring physical sensations and discovering the location and
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shape of the imprints of past trauma on the body” (p. 219). Many approaches and interventions
are appropriate for phase-two trauma work for Complex PTSD, and generally require additional
skills and training specific to the evidence-based practice or recognized protocol or intervention.
Herman (1997) speaks to the empowerment of the client that is inherent in this phase of the
work, as well as the importance in preserving safety throughout the process. Herman states:
The patient and therapist together must learn to negotiate a safe passage between twin
dangers of constriction and intrusion. Avoiding the traumatic memories leads to
stagnation in the recovery process, while approaching them too precipitately leads to a
fruitless and damaging reliving of the trauma. (p. 176)
The work in phase two is preparing the client to move on to phase three as it builds a foundation
from which meaning can be made from the trauma experience (Herman, 1997, p.176). Herman
recognizes that techniques that work for single event traumas or less complicated trauma may not
work for cases of Complex PTSD, and she states that “techniques that are effective for
approaching circumscribed traumatic events may not be adequate for chronic abuse, particularly
for survivors who have major gaps in memory” (p. 184). She goes on to state that:
Programs that promote the rapid uncovering of traumatic memories without providing an
adequate context for integration are therapeutically irresponsible and potentially
dangerous, for they leave the patient without resources to cope with the memories
uncovered. (p. 184)
In addition to remembering and reprocessing the trauma, phase two includes the aspect of
mourning as well, as this process inevitably brings up tremendous grief, as Herman (1997) stated
“the decent into mourning is at once the most necessary and the most dreaded task of this stage
of recovery” (p. 188) and it is often combated and avoided by clients. Herman insists that:
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Reclaiming the ability to feel the full range of emotions, including grief, must be
understood as an act of resistance rather than submission to the perpetrator’s intent. Only
through mourning everything that she has lost can the patient discover her indestructible
inner life. (p. 188)
Herman (1997) spoke at length about the patient’s desire for revenge, compensation and
retribution during this phase, and the ways in which the therapist must navigate this with great
skill and compassion so as not to get pulled into transference dynamics that are not beneficial for
the recovery process.
Phase three, reconnection (Herman, 1997), focused on rebuilding self after the patient has
reprocessed, remembered, and mourned, and the process of rebuilding community and
relationship. In this phase “empowerment and reconnection are the core experiences of recovery”
(Herman, 1997, p. 197), which can be built through experiences of learning to fight, reconciling
with oneself, reconnecting with others, and finding a survivor mission. In this phase, “taking
power in real-life situations often involves a conscious choice to face danger” (p. 197) during
which time the individual learns to differentiate between their previous and exaggerated response
to danger, and a real-time response to danger. This may happen in prepared situations of actual
physical challenges in the face of danger, such as self-defense classes or learning to do
something challenging like rock climbing or repelling. Or this may take place on a more
interpersonal or relationally dynamic level, such as moving out of a role of submission or silence
in a family, finding a voice in self-advocacy, or building awareness of characteristic coping in
social situations which may no longer serve them. Reconciliation with oneself is the process of
moving away from the person the survivor used to be and moving towards the person they are
now and their future potential (Herman, 1997). During phase three, some people feel compelled

FACTORS ASSOCIATED WITH CLINICIAN CONFIDENCE
56
to link their own journey of healing with a greater sense of meaning and mission in their life.
This phase is ideal for encouraging clients to engage in social action they feel passionate about
and build an alliance with people or a mission that brings them in connection with something
larger than themselves to build reciprocal joining.
Bloom and The Sanctuary Program
Sandra Bloom is an expert in the field of the psychological treatment of trauma and one
of the creators of The Sanctuary Program, which was a program that treated highly traumatized
adults and adolescents in an inpatient setting. The program started in a hospital setting and then
moved into a private psychiatric hospital, where much of the model was solidified and for a time
flourished (Bloom, 2013). In the hospital setting, adult and adolescent men and women were
treated, and the program addressed groups and diagnoses such as: individuals with significant
trauma histories and PTSD, individuals with psychotic symptoms, bipolar disorder, borderline
personality disorder (BPD), dissociative identity disorder (DID), as well as some men who were
both perpetrators of abuse as well as survivors of trauma (Bloom, 2013). When the program
moved into the private psychiatric hospital, it began to specialize in treatment specific to
“treating adults who had been abused as children” (Bloom, 2013, p. 146), at which time the
program was named The Sanctuary. This program followed Herman’s (1997) three-phase model,
as it began with establishing safety through protocols designed to address physical safety,
psychological safety, social safety, and moral safety (Bloom, 2013). To establish psychological
safety, the program adhered to the concept of conscious integration, where there was a focus on
making sense of what had happened to the patients when they were traumatized (Bloom, 2013).
Social safety was established through an identification of shared values in the program, which
focused on shared assumptions and goals to reshape a new view of reality (Bloom, 2013). A
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large emphasis was placed in the program on addressing conflict and practicing conflict
resolution, establishing safe communication, instigating a group process for decision making,
and establishing norms around both expressing and managing powerful emotions (Bloom, 2013).
Additional focus was placed on intolerance for violence and bullying, increasing the capacity for
participants to set boundaries, and encouraging the role of creativity in recovery (Bloom, 2013).
A unique and powerful aspect of The Sanctuary program was the intention on addressing
trauma reenactment in this inpatient setting, allowing opportunities to engage in anger work as a
part of recovery, integrating awareness of how the body is negatively influenced by trauma and
differentiating medical issues with psychologically related body issues and a focus on changing
fixed beliefs that were skewed by the experience of trauma (Bloom, 2013). All of these aspects
of treatment additionally helped to create safety and build internal awareness of safety for
participants in the program. The Sanctuary program then addressed phase-two trauma work as it
integrated interventions specific to the story and remembrance of the trauma. This was done
through the use of narrative paired with an understanding of the overwhelming grief that emerges
during this phase (Bloom, 2013). In this program, these providers gained important awareness
around some of the challenging aspects of phase-two work, specifically the following:
Treatment progress altered dramatically when we changed from responding to the
symptoms as a sign of increased illness to containing the symptoms as our part in helping
a patient through a difficult stage of recovery. (Bloom, 2013, p. 170)
Utilizing an inpatient setting to combine interventions of phase-one safety with phase-two
reprocessing work allowed for patients to feel safe during phase two, when trauma symptoms
seemed to increase while simultaneously staying safe. Due to the inpatient setting, patients
weren’t able to utilize as many negative coping strategies or avoidance mechanisms, and they
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were supported in understanding that feeling these symptoms was difficult but was also part of
the path to healing. Treating phase two in this inpatient setting at The Sanctuary allowed
professionals to get a view of the symptom manifestation as it tends to develop during phase-two
interventions. Clinicians got a firsthand look at how symptoms similar to the disturbances in selforganization (ICD-11, WHO, 2019) may manifest during phase-two interventions. In particular,
in the program they observed nonverbal as well as verbal expressions of extreme emotions and
an increase in affect dysregulation (Bloom, 2013). Re-experiencing was frequently observed
during phase two, which linked both to standard PTSD re-experiencing but also seemed to mimic
symptoms congruent to negative self-concept and disturbances in relationship (WHO, 2019).
The Sanctuary program was aware that they would not be able to include the phase-three
reconnection phase of recovery; however, they set intentions for this phase three for patients
leaving the program: “this movement from a trauma-based existence to health does not occur
suddenly and the groundwork for this work of emancipation is being laid from the moment
treatment begins” (Bloom, 2013, p. 178). Although The Sanctuary program closed its doors in
2001 due to a lack of society support for this type of specialty treatment, much specialized
knowledge was gained from this program specific to treating highly traumatized populations and
clients who would likely now be diagnosed with Complex PTSD.
Courtois & Ford: A Sequenced, Relationship-Based Approach
Christine A. Courtois and Julian D. Ford are also experts in the treatment of complex
trauma and have published their work in various capacities, including in their book Treatment of
complex trauma: A sequenced, relationship-based approach published in 2013. Courtois and
Ford utilize the three-phase model as well and include a strong value in and emphasis on the
readiness of a clinician to treat this population specific to the clinician’s ability to regulate their
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own emotions, engage in self-care, regulate, and manage their presentation in the therapy setting,
and provide specialized skills through additional specialized training to address the complicated
nature of the presentation of Complex PTSD (Courtois & Ford, 2013). Courtois & Ford expand
on phase-one treatment in their chapter “Safety, stabilization and engagement – Measured in
skills, not time” (Courtois & Ford, 2013). They assert that prior to engaging in phase-one work,
the client must not be in current danger, including danger from other people to the danger of an
engagement in compulsive addictions or if they are deemed to be a danger to themselves
(Courtois & Ford, 2013). These issues can be addressed directly with the inclusion of
psychoeducation about trauma and interventions to address the active dangerous life
circumstances (Courtois & Ford, 2013). Phase one under this model involves a focus on
continued psychoeducation, a building strength and resilience, increased learning of relevant
self-care, and coping skills specific to the trauma symptoms. They additionally encourage clients
to increase social support and include in phase one a focus on readiness to eventually engage in
phase-two work, with a heavy emphasis on education (Courtois & Ford, 2013).
Courtois & Ford (2013) describe their conceptualization of phase two as a focus on
trauma memory and emotion processing, and they target symptoms specific to avoidance and
arousal. They again emphasize the importance of specialized skills on the part of the clinician
particularly at this phase of the work, “therapeutic exposure and the processing of traumatic
memories involve more than simply having a supportive discussion of troubling memories or
current emotional difficulties” (p. 150). In this model, there are two cited evidence-based
practice for Complex PTSD, Prolonged Exposure (PE) and Cognitive Processing Therapy (CPT).
Courtois & Ford are optimistic about non-evidence based but up and coming alternative
treatment options for phase-two reprocessing, and their overall emphasis is on appropriate
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clinical skills, training, and client preparation for entering into phase-two work. Courtois & Ford
summarize phase three as the ability to apply all that has been learned and experienced thus far
from phases one and two and integrate it into present moment real-life experiences. This model
adds to our understanding of the three-phase model for Complex PTSD as it elaborates on the
importance of the skill, capacity, and awareness of clinicians as a critical component for success
in the treatment of Complex PTSD.
Herman (1997), Bloom (2013), and Courtois & Ford (2013) each speak to the necessity
of understanding a phase-based philosophy in treating Complex PTSD and show how this can be
done in a clinical setting. Unfortunately, many clients needing care for Complex PTSD are
treated in settings where they, at best, are diagnosed with PTSD, and it is rare for a clinical site to
emphasize a phase-based philosophy or encourage clinicians to engage in their own selfawareness and growth to be best able to provide appropriate care. These three examples of a
phase-based treatment philosophy link directly to this dissertation focus, as there continues to be
a need in the field of trauma therapy to better understand the layers and complexities of treating
clients with Complex PTSD.
Standards for the Treatment of PTSD and Standards for Clinicians Treating PTSD
Standards for the treatment of Complex PTSD have not yet been established due to the
pending Complex PTSD diagnostic criteria in the ICD-11 (WHO, 2019); however, standards for
the treatment of PTSD exist with the focus on evidence-based and effective treatment modalities.
The American Psychiatric Association published the Clinical practice guideline for the treatment
of PTSD in 2017 which provides a guideline based on the following:
The systematic review was based on English-language studies published between 1980
and 2012; complementary and alternative treatments were not included in the systematic
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review. An updated search was conducted by APA to identify studies published between
2012 and June 1, 2016, to determine if the recommendations made by the panel based on
the systematic review were likely to hold up based on more recent evidence; risk of bias
assessment, strength of evidence rating and meta-analyses were not conducted on the
studies identified through the updated search. (APA, 2017, p. 3)
This APA (2017) guideline presents providers a list of evidence-based and well-known practices
as recommendations for use when treating PTSD, and they strongly recommend the following
modalities: cognitive behavioral therapy (CBT), cognitive processing therapy (CPT), cognitive
therapy (CT), and prolonged exposure therapy (PE). They additionally recommend the following
promising practices, with some indication that the following may in the future be strongly
recommended: brief eclectic psychotherapy (BEP), eye movement desensitization and
reprocessing (EMDR), and narrative exposure therapy (NET) (APA, 2017). Furthermore, they
suggest the following recommendations for medications for the treatment of PTSD: fluoxetine,
paroxetine, sertraline, and venlafaxine (APA, 2017).
In terms of client preferences considered when considering PTSD treatment, this review
shares the following client requests: “having a psychotherapist who is aware of and
knowledgeable about trauma, who offers information about treatment, teaches coping skills,
works from a personalized approach, and is sensitive to cultural and socio-demographic
differences” (APA, 2017, p. 8). Clinicians also offered valuable feedback about their
observations of what clients seeking treatment for PTSD ask for, which included responses such
as: preference for trauma-focused therapies, preference for psychotherapy over medication,
preference for no medication, preference for no therapy, preference for short-term therapy with
significant symptom relief and alleviation of suffering, desire to be informed about treatment,
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culturally sensitive therapists, a range of preference regarding intensity of treatment as well as
pace of treatment, and some debate between the client’s preference to choose a provider that fits
for them vs. a preference for a preferred treatment modality (APA, 2017). Due to the sensitive
nature of treating trauma, it is recommended that clients be informed and guided in education
around the tendency of avoidance when addressing PTSD due to the painful memories, reactions,
and emotions, and that there is consent given to the provider in preparing for the work (APA,
2017). There is additional focus on informed consent specific to educating the client that
symptoms may get worse before they get better, which is common across trauma treatment
modalities when addressing PTSD, while at the same time it is recommended that clients are
warned that an increase in symptoms could put them or those around them at risk, at which point
treatment may need to be put on hold or delayed (APA, 2017). At no point in this Clinical
practice guideline for the treatment of PTSD (APA, 2017) is there discussion of client-readiness
for treatment as it could relate to a phase-based (Bloom, 2013; Courtois & Ford, 2013; Herman,
1997) strategy for treating PTSD or Complex PTSD. The lack of exploration of client-readiness
for treatment and phase-based treatment indicates a large gap in the research of trauma
psychology for the treatment of PTSD and Complex PTSD.
The role of patient and therapist relational factors are presented in the guidelines (APA,
2017); however, they are not a prominent component of this guideline. The recommendation for
specialized clinical skills for treating trauma is supported as follows: “A clinical consensus has
emerged that the treatment of traumatized individuals requires specialized knowledge and skills
on the part of the therapist or other practitioner regarding trauma and its psychology” (APA,
2017, p. 64), and it is suggested that “there is also clinical consensus that, in addition to
proficiency in professional and foundational aspects of mental health care, specialized training in
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specific techniques is needed before their application in clinical practice, whatever the focus of
treatment” (APA, 2017, p. 64 also see APA Presidential Task Force on Evidence-Based Practice,
2006; Barber et al., 2007; Rodolfa et al., 2013).
A code of ethics for providers of clinical and psychological services as described and
provided by the APA or through the ethics and statutes provided by state licensing entities and
boards always includes specific requirements around competency, and the expectation that
providers will work within their scope of practice, meaning that they have the skills, knowledge,
and attitude to provide certain interventions. Providing specific modalities or interventions for
clients seeking treatment for trauma, PTSD or Complex PTSD generally require that
practitioners attend training to learn the model and understand how to provide it with fidelity,
such as the recommended practices suggested by the APA (2017). However, it is also the case
that many clients with trauma, PTSD, and Complex PTSD seek treatment from providers who
have not received specialized trauma-specific training. These providers may find themselves in a
bind when they are working for an institution that expects them to treat the clients who come
through the doors without the ability for a clinician to assert their lack of skills or specialized
knowledge. This puts the clinician in a difficult position, as they may risk losing employment if
they decline to see certain clients, and instead find themselves working outside of their scope of
practice or competence.
Standards for Clinical Competency and Training for the Treatment of PTSD
In 2015, the APA published Guidelines on trauma competencies for education and
training approved by APA Council of Representatives that also has a focus on PTSD rather than
Complex PTSD, but addresses the importance of clinician knowledge, skills, and attitudes
specific to treating trauma. In this context, trauma-related competency is defined as:
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The minimal knowledge, attitudes and skills a psychologist working with populations
exposed to trauma ought to possess. Unlike other competencies which were developed to
apply to a generalized audience or those that are orientation specific (e.g., cognitivebehavioral), these competencies are designed to apply across trauma-exposed groups,
disciplines, and theoretical stances. (APA, 2015, p. 15)
These competencies are not aimed at any particular model or intervention; rather, they are
intended to give a foundational expectation for anyone providing trauma-related psychological
practices from the entry level or beyond (APA, 2015). The Guidelines on trauma competencies
for education and training include a breakdown of the following competency areas: nine specific
to cross-cutting competencies, five specific to scientific knowledge, 11 specific to psychological
assessment, 11 specific to psychological intervention, five specific to professionalism, and eight
specific to relational and systems (APA, 2015).
Trauma Competency and Training
It has been accepted by the APA that “Trauma and its consequences have been
recognized as high priority public health risk of major proportion by several federal agencies
(e.g., U.S. Department of Health and Human Services, 2003; U. S. Surgeon General, 1999)”
(APA, 2015, p. 16). It is also recognized that more practitioners will need to deliver services to
these populations, despite the fact that there is a general lack of evidence-based knowledge and
skills in the provider population to do so (APA, 2015, p. 16). The APA additionally
acknowledges that “Extensive coverage of trauma is not an integral component of the standard
curricula in graduate level education for psychologists” (APA, 2015, p. 16; also see Courtois &
Gold, 2009; DePrince & Newman, 2011). An even more concerning finding is that: “Further,
although the scientific literature on traumatic stress is large and growing, most psychologists
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have only a cursory knowledge of trauma science and do not apply evidence-based psychosocial
treatments for PTSD consistently, if at all” (APA, 2015, p. 17 also see Gray, Elhai, & Schmidt,
2007; Pignotti & Thyer, 2009; Sprang, Craig, & Clark, 2008). All of these concerns bring into
question the consequence to clients seeking services under these conditions, the impact to the
integrity of the ethics and standards around competency, and practicing within scope of practice,
as well as the impact it could have on the clinicians’ providing services to this population if they
are under trained or under skilled. Additionally, this problem highlights the evolving nature of
the field of trauma psychology and calls into question how an additional diagnosis of Complex
PTSD may further burden undertrained and under-skilled clinicians as well as accessibility and
outcomes of care to this highly vulnerable population.
Some identified areas of concerns specific to clinicians treating trauma relate to the link
between the experience of providing this type of treatment and issues such as clinician burn-out,
compassion fatigue, or countertransference (APA, 2015; Figley, 1995; Salston & Figley, 2003).
Additionally, the length of treatment and related issues having to do with increased intra- and
interpersonal issues suggest that treating providers must be skilled and knowledgeable in the
work to provide the greatest chance at resolution for the client (APA, 2015; Chu, 1992). It is
additionally thought that trauma-specific training, education, supervision, and consultation are
factors that mitigate risk factors for clinicians treating trauma (APA, 2015; Adams & Riggs,
2008; Salston & Figley, 2003). There is additional risk in the treatment of highly traumatized
populations that is thought to be mitigated by specialized training specific to the possible misstep
around ethical boundaries within the therapeutic relationship due to the complicated and
relational nature of the work (APA, 2015; Turkus, 2013). It is known that the treatment of
traumatized populations requires additional skills, knowledge, and attitudes, that there are not

FACTORS ASSOCIATED WITH CLINICIAN CONFIDENCE
66
enough trained professionals to appropriately treat the growing need for specialized trauma care,
and that there are multiple risks inherent in treating trauma both for the client as well as the
practitioner.
The APA has a strong focus on providing evidence-based treatments for the treatment of
PTSD, and likely will need to establish similar standards for Complex PTSD as it becomes more
prevalent in the field due to the ICD-11 diagnostic code (WHO, 2019). The APA additionally
recognizes a need to have highly trained clinicians available to provide high-end, appropriate
trauma treatment, and acknowledges that providers of the treatment of trauma are at heightened
risk for things like burn-out and secondary traumatic stress reactions. Although the APA
acknowledges these important points, there is little to no mention of how clinicians experience
their workplace environments as supporting or hindering their ability to do this job well. Nor is
there evidence that the APA has taken into consideration standards of training for clinicians in
their master’s programs or through their workplace to receive additional training, or systemic or
supervisory support that addresses the treatment of traumatized populations. Finally, despite the
array of evidence-based treatment models for PTSD, there is little consideration from the APA of
how a phase-based treatment philosophy for treating trauma could complement and enhance
existing models of care and interventions, thereby potentially increasing excellence in the
treatment of PTSD and increasing professional longevity for the clinicians providing care.
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CHAPTER 3: METHOD
Research Design and Method
Research Aims and Questions of Volume I
The aim of this study is to explore mental health clinicians’ confidence in identifying
PTSD and Complex PTSD as clinical diagnoses, and to explore mental health clinicians’
confidence in differentiating their treatment approach when treating clients with Complex PTSD
vs. PTSD. This research study specifically focuses on mental health clinicians’ who have selfidentified as having clinical experience (past or present) working with adult clients aged 18 or
older in outpatient settings.
This study represents the first volume of research exploring subsets of data originating
from the Meier’s Therapists’ Experiences Survey (M-TES). Volume I also serves as a
dissertation manuscript in partial fulfillment of doctoral requirements at Lesley University.
Information presented in Volume I considers specific areas from the M-TES meant to explore the
research questions and does not represent the entirety of the survey. Principal areas of focus in
Volume I include examining the level of confidence clinicians reported in identifying and
differentiating treatment for PTSD and Complex PTSD (see Appendix A for a glossary of
relevant terms and descriptions). Volume I also looks at how the factors of having a primary
clinical focus on trauma, years of experience, and training are associated with identifying the
diagnoses and differentiating treatments for PTSD and Complex PTSD. This research is
exploratory in nature and is meant to present introductory considerations in a new area of study
that addresses a gap in current literature. It is not intended to offer conclusive answers to these
questions. The interested reader is referred to additional volumes, including Volume II: The
Complete Methods Report for the M-TES, currently a manuscript in preparation.
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This exploratory research was guided by the following 3 Research Questions and 9 subquestions:
Table 1
Research Questions and Sub-Questions
Research Question
1. What was the clinician’s

Sub-Questions
1a. How did this confidence vary based on whether

confidence in their ability clinicians reported a primary clinical focus of PTSD and/or
to clinically identify
PTSD?

Complex PTSD or did not report such a primary focus?
1b. How did this confidence vary based on the years of
experience of the clinicians?
1c. How did this confidence vary based on the highest
level of PTSD training of the clinicians?

2. What was the clinician’s

2a. How did this confidence vary based on whether clinicians

confidence in their ability

reported a primary clinical focus of PTSD and/or Complex

to clinically identify

PTSD or did not report such a primary focus?

Complex PTSD?

2b. How did this confidence vary based on the years of
experience of the clinicians?
2c. How did this confidence vary based on highest level
of Complex PTSD training of the clinicians?

3. What was the clinician’s

3a. How did this confidence vary based on whether clinicians

confidence in their ability

reported a primary clinical focus of PTSD and/or Complex

to differentiate their

PTSD or did not report such a primary focus?

treatment approach when
treating clients with
PTSD versus Complex
PTSD?

3b. How did this confidence vary based on the years of
experience of the clinicians?
3c. How did this confidence vary based on the highest
level of PTSD and Complex PTSD level of training of the
clinicians?

Research Design
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Volume I Report: M-TES
A principal operational construct in Volume I of this research is that of clinician
confidence. The M-TES is a self-report measure capturing clinicians’ subjective experiences and
perceptions. Confidence in this research is defined as clinicians’ self-assessment of their abilities,
familiarity, and knowledge of PTSD and Complex PTSD as indicated by their selections made
on the Likert scale intervals within the M-TES. The strength of confidence scale in Volume I can
be broken down into the following groups: strong confidence, adequate confidence, and nonadequate confidence. Strong confidence is always the highest endorsement a clinician can selfrank on the Likert scale. For example, say a clinician is offered the following options on a Likert
scale: strong, moderate, somewhat, insufficient, or not at all. If the clinician selects “strong,”
then they will be considered to have the highest level of strong confidence in response to the
survey question. A self-indication of strong confidence is important conceptually in this study as
it indicates that the clinician is unwavering and secure in what they know.
Adequate confidence in this study works differently than strong confidence in that it is
created from the combination of two possible responses, “strong” and “moderate,” from the
Likert scale (i.e., strong, moderate, somewhat, insufficient, or not at all). Adequate confidence is
an important conceptualization in this research, creating a binary between a sufficient and
insufficient levels of self-perceived abilities, familiarity, and knowledge. A response of
“moderate” confidence, while clearly less consummate than an indication of “strong” still shows
that a clinician has a reasonable degree of self-assuredness. The determination to explore
adequate confidence is meant to designate the group of participants who feel sufficient in their
capacities and also allows the researchers to compare responses of adequate with the sturdier
construct of strong confidence. Adequate confidence implies that clinicians are indeed able to
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identify PTSD and/or Complex PTSD for Research Questions 1 and 2, and that they are able to
differentiate their treatment approach between the two diagnoses for Research Question 3. A
participant response of “strongly” suggests that in practice clinicians are highly self-assured
about identifying these diagnoses and/or differentiating their treatment approach between the
two.
The conceptualization of non-adequate confidence also combines multiple responses, in
this case “somewhat”, “insufficient” and “not at all” from the Likert scale responses (e.g., strong,
moderate, somewhat, insufficient, or not at all). The response of “somewhat” was included in the
non-adequate categorization as the researchers deemed “somewhat” to indicate an insufficient
level of self-assessed ability, familiarity, and knowledge for clinicians in practice. Non-adequate
confidence is not reviewed at length in this Volume I report.
Survey Method
These research questions were exploratory in nature and did not require use of a
pre/posttest or follow up methodology in order to test hypotheses. The use of a point in time
survey permitted the collection of data from a geographically and demographically diverse
sample of clinicians within the United States. The M-TES was developed specifically for the
purposes of this research and the psychometric properties of the survey are not yet established.
No known validated survey is available to answer the questions posed by this research.
This survey used the Google Forms survey platform, which permitted complete
anonymity, allowing participants to share their experiences without fear of being identified and
eliminating the chance of reprisal for answering honestly. An electronic survey was chosen as it
is cost effective via the use of the free Google Forms platform, and it offers a simple way for
participants to submit their response while maintaining anonymity and is easy to distribute
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electronically via a snowball method. As stated by Cohen & Arieli (2011), “snowball sampling
methodology, or chain referral sampling, is a distinct method of convenience sampling which has
been proven to be especially useful in conducting research in marginalized societies” (p. 426).
Due to the professional nature of therapeutic work, many clinicians have email accessibility, as
well as the experience, and the intellectual capacity, to fill out an electronic survey, paired with
potential interest in the topic of study.
PTSD is a clinical topic that is relevant in clinical outpatient settings across the nation;
therefore, this survey was not restricted to a specific geographical area of distribution. PTSD
impacts approximately 6% of the population nationally, or about 15 million adults in the United
States in a given year (U.S. Department of Veterans Affairs, 2021). There is limited known
research on the geographic variation of PTSD in the United States. Additionally, clinical training
and licensure requirements are generally consistent nationwide.
Inclusion Criteria
The inclusion criteria for this study were mental health clinicians who have current or
previous (at any time in their career for any length of time) experience working in an outpatient
clinical setting with adult clients aged 18 and older. For this study, outpatient facilities are
defined as: outpatient community mental health; private practice or private practice groups;
hospital outpatient clinical settings; partial hospitalization treatment (PHP); school/university
counseling centers; for-profit counseling agencies; and/or integrated health care settings. A total
of 12 participants opted to write-in their outpatient work environment types, which included:
small independent counseling center; informal and casual setting; remote telehealth program;
walk-in crisis center; mobile crisis evaluations (e.g., BEST team); DUI therapy; military
substance abuse treatment; in-home; home based; halfway house; jail; state prison; outpatient
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within a prison; integrated care in primary care setting; partial hospitalization program for eating
disorders; and one participant specified “I’ve done both—currently at a for profit agency.”
Outpatient settings could include a clinical focus of one or more of the following: general mental
health conditions; specialized conditions; substance use settings; and/or co-occurring/dual
diagnosis. Participants self-identified their experience and settings and self-selected into the
study.
Inclusion criteria encompassed participants who self-identified as clinically trained
professionals in the fields of counseling, psychology, and social work within the following
categories: MA degree with licensure in a clinical field; PhD/PsyD with licensure in a clinical
field; MA degree unlicensed in a clinical field; PhD/PsyD unlicensed in a clinical field; MA
student in clinical internship; MA student; other clinical degree or license. Participants were not
asked to indicate any specific knowledge or experience working with PTSD or Complex PTSD
to be included in the study. The rationale is that regardless of training or experience, clinicians in
outpatient settings inevitably encounter individuals on their caseload who have PTSD and
Complex PTSD due to high prevalence rates. Other inclusion criteria were an active and valid
email account and ready and reliable access to an internet connection and electronic device with
which to take the survey.
Exclusion Criteria
Participants could self-select out of the survey if they did not meet the inclusion criteria
and/or if they did not wish to complete the survey for any reason. This survey was provided in
English only; therefore, participants for whom English proficiency was insufficient to take the
survey may have also self-selected out. In addition, this survey was not explicitly provided in
alternative formats to accommodate visually impaired participants; therefore, those participants
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who were visually impaired and did not have text to speech software may have been excluded
from the sample. The use of a snowballing method of participant recruitment and the way in
which lead contacts were identified (i.e., targeting specific clinics, primary investigator clinical
contacts, and word of mouth distribution) may have left out sub-groups of potential participants
not represented via the conduits of dissemination used for this survey.
Ethical Considerations
The application for review of human subject research was sent to the Lesley University
Institutional Review Board for their review on April 19, 2020. The application was approved on
May 26, 2020. All research with human subjects was complete within one year of the approval
date, as data collection culminated on November 1, 2020. Per the letter of approval, the consent
form that was embedded in the survey and a requirement for participant in the survey was
deemed “sufficient to ensure voluntary participation in the study.” No concerns were expressed
about the ethics of this study or negative impact on the participants.
An important factor in this research design is the anonymity of the survey, allowing
clinicians to speak freely about their experiences and concerns. An ethical consideration with the
survey was the wording of the questions. Consideration was given in the construction of the
survey specific to careful language meant to help participants feel comfortable answering
questions about clinical competency, and comfort through anonymity in sharing their responses
specific to their knowledge, competency, experience, and workplace environment. The
anonymity of the survey aimed to allow participants to answer honestly without giving the
impression that the answers suggest a lack of critical knowledge, working outside of a scope of
practice, or indicating incompetency in their clinical skills or in the agency structure. Further,
since the survey asks questions specific to indications of gaps in training, practice, competency,
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and support, the burden of completing the survey was mitigated by revealing the purpose of the
research to ultimately advocate for continued educational and professional support. The
anonymity of the survey was critical so that participants don’t feel that they, their workplace, or
their training or education institutions will be condemned in any way for a lack of professional
integrity. Anonymity was explained to potential participants both in an introductory email as
well as embedded in the survey in the first and required question of participant consent.
To ensure anonymity of this survey, no personally identifying information was collected.
The utilization of Google Forms as the survey platform allowed the creation and distribution of
the survey to guarantee anonymous and therefore confidential responses. Based on the platform,
there is no way to link a participant with a specific response unless someone were to self-identify
themselves, unsolicited, within a write-in area of the survey. No one identified themselves in this
way, across all surveys. Communication to participants was provided in an introductory email
explaining the survey, and there were multiple requests in communication during recruitment
that highlighted the important nature of anonymity. An introduction in the survey explained
purpose, risks, and benefits; how the data will be kept anonymous; how long the data will be
kept; and how it will be deleted upon completion. Analysis of responses are aggregated across
the large number of respondents, and no focus or publication will be made on any individual
participant responses. Themes across participants are identified rather than individual responses
to protect participant anonymity.
Ethical consideration was additionally given in the form of notifying participants in the
initial email introduction and within the survey that explains that no one in their workplace,
educational system, group practice, etc. will have access to see or review their survey responses
or results. Lead contacts were not informed of how many of their colleagues had participated, or
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if any had participated at all. All participants and lead contacts know is that their colleagues may
have participated in a national survey sent to thousands of potential respondents. Additionally,
the primary investigator will have no ability to determine the name or location of the participants
or where they work. Participants have been informed that the aggregate results of the entire study
will be shared and disseminated to each lead contact, at which time that contact will be
encouraged to share these results with the potential participants they recruited to offer insight and
learning for participants.
Sampling Strategy
The research utilized a multi-stage, clustering sample design as it was impractical to
compile a composition of the population or identify a direct sampling source (Creswell &
Creswell, 2018; Fowler, 2014). There was not an advanced list of participants in this sampling
strategy as the creation of this list and the sampling was happening simultaneously, therefore a
multi-stage sampling strategy was employed. To encourage a high level of respondents during
the participant recruitment phase of data collection, the survey was distributed via two strategies.
The two distribution strategies for the M-TES used two identical but separate electronic
M-TES links: target group and social media. The target group strategy utilized identified lead
contacts who agreed to distribute the survey. The social media strategy offered a sharable survey
link that was accessible to participants, lead contacts, and the researcher. This dual strategy was
employed to attempt to track the response rate for the target group to establish a denominator to
calculate a response rate, as establishing return-rate was not possible to track with the social
media group. The social media strategy was employed to enhance the sample size and expand the
reach of the survey to clinicians that many not have had access based on the original network of
lead contacts, increasing the scope of the survey.
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A snowball sampling strategy was used with both groups to reach the largest number of
participants possible. This sample is representative of the population that has access to the
electronic survey and who volunteers to participate, as a result, the application of the findings to
a broader population is limited.
Target Group Participant Recruitment
The target group strategy specifically targeted potential participants by recruiting lead
contacts. Lead contacts are individuals who are likely to have clinical contacts in their
professional network and are willing to send an email of recruitment to their professional
contacts. This strategy was chosen with the hope that clinicians might be more willing to
participate if they received an email from someone familiar, asking them to consider filling out
the survey. To initiate this process, an initial set of lead contacts were identified. The lead
contact was not required to screen specifically for eligibility of survey recipients, they were
simply asked to send an email created by the primary investigator to their clinical contacts that
included information about the survey along with the electronic link possible participants could
use to access the survey electronically.
Lead contacts were initially identified via use of the researcher’s professional network.
This network included outreach to clinical professionals that the researcher knew from various
professional and educational settings over the past 10 years. Outreach was initiated via email,
social media and LinkedIn messaging, and telephone contact. A primary focus in finding lead
contacts was including current and previous places of employment, with an increased focus on
identifying individuals in supervisory or management positions, or positions where the individual
was a representative of an organization. Unexpected complications in organizational structures
often didn’t allow these lead contacts to distribute the survey to all clinicians at their workplace.
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Many mental health workplaces have policies in place either to require application to their own
IRB type system to disseminate research to employees or have a general policy not to massdistribute any type of research to staff. Instead, the researcher asked individuals that were
identified as lead contacts to send out the survey to their peers within an organization vs. having
the organization send out the survey to all clinical professionals. Survey distribution was more
successful when clinical professionals were encouraged to send the survey out to their clinical
peers from current and previous workplaces or to the group of their peers from their master’s or
PhD programs. Some lead contacts were identified who had accessibility to professional
networks where they were able to share or post the survey link. Lead contacts were also
identified via a professional network of individuals working in higher education institutions,
where they were able to send out the survey to current and previous student groups; however,
sending the survey out via the educational institution was also not an option due to institutional
restraints on this type of outreach to students and alumni. In addition, the primary investigator
utilized a snowball method of recruiting lead contacts by asking lead contacts to introduce the
researcher to their peers who may also have an extended professional network beyond their own.
Lead contacts were asked not to share any information about possible participants to
ensure participant anonymity. Lead contacts were asked to provide the total number of possible
participants they sent the email and link to, to track response rate for this method of recruitment.
Lead contacts were asked not to let the primary investigator know if they themselves had taken
the survey. Once initial contact had been made and a lead contact has been established, a link to
the electronic survey was distributed to these lead contacts along with a prompt to distribute the
survey. It was made clear to lead contacts that any names, emails, or identifying information
about any of the participants receiving the survey should at no time be identified or shared, only
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the number of survey links distributed. It is possible that lead contacts distributed more survey
links than were reported to the researcher. Lead contacts were offered aggregated survey results
and findings in exchange for their support of this research via their help with survey distribution.
Every effort was made to calculate response rate data of the surveys distributed via the
“target group” strategy and of those returned within this sample population. Lead contacts
received multiple email reminders to confirm the total number of survey links they distributed,
and responses were tracked on an excel spreadsheet. To encourage accurate communication from
lead contacts to support accurate response rate numbers, lead contacts received personalized and
standardized requests for this information, along with a final deadline for when the total number
of survey links sent were needed. Per the information received from lead contacts, the target
group reached 1,518 possible participants, and 151 surveys were returned from this target group,
indicating a response rate of 9.95%. Despite best efforts, not all lead contacts responded to the
primary investigator with this requested data, and there is no way to verify whether the response
information that was received was accurate; therefore, response rate for the target group may not
be precise.
Social Media Participant Recruitment
The social media method of recruitment was implemented to expand the snowball
strategy and increase access to a wider group of clinicians. At the end of the survey, participants
were led to a survey page that had a survey link to share on their social media sites, if they
wished to help expand access to survey participation. Lead contacts were also offered a social
media link and encouraged to post it on their social media sites, as many lead contacts were
chosen due to their clinical affiliations. The primary investigator posted the link at multiple
intervals on their own social media Facebook page and via the primary investigator’s LinkedIn
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account. A total of 66 surveys were returned via the social media method; however, it is not
possible to determine response rate from this style of survey distribution as there is no way to
track how many clinicians had access to this survey link on various social media platforms.
Survey Pilot Study
The survey was pilot tested with three intentionally selected participants that represented
the target sample, the identity of whom was known to the primary investigator. The pilot study
was conducted to gather feedback about the survey itself to adjust, edit and refine the survey for
ultimate usability. The pilot study helped to determine an estimated time it would take for the
survey to be completed by participants to include in the recruitment process. One aim of the pilot
study was to determine the suitability of the software platform. Upon completion of the pilot
study, it was possible to review the format of cumulative responses per the survey platform to
ensure the data would be in usable form for this research. The pilot study allowed the primary
investigator to see the raw data and data visualization options such as charts and graphs
generated by the survey platform.
Pilot participants each completed the survey on their own time. Participants then each
engaged in an informal conversation with the primary investigator to contribute their feedback
on both the content and the construct of the survey. The primary investigator then utilized the
feedback to update and refine the survey.
Upon completion of the pilot study, the researchers decided to change the ethnicity
question from a single-response style question to an open-response style question. Based on pilot
participant feedback that many questions in the survey seemed repetitive due to slight changes in
the question, many similar questions were combined into tabular format survey questions for
ease of understanding and readability. Based on feedback some changes were made specific to
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how questions were asked to gather data on phase-specific trauma work and clarified language in
questions to decrease participant confusion and increase overall survey accessibility for
participants who may not be as familiar with a phase-specific approach to working with trauma.
Based on results and feedback from the pilot study, one of the biggest changes made was a shift
from primarily single and multiple-response questions to the addition of more open-response
style questions. The primary investigator refined questions to receive more direct-responses to
each research question paired often with at least one open-response question allowing
participants to respond.
M-TES Survey Structure and Composition
The M-TES consists of a total of 38 questions. The initial survey questions are designed
to address participant consent, survey eligibility, and demographics. If a response was selected
that indicated a participant was not eligible to participate in this survey, the survey automatically
skipped to the end of the survey where participants were notified of the conclusion of the survey
based on ineligibility. These potential participants were not included in the total response count.
Only four of the 38 total survey questions were required. The majority of the survey questions
were optional to encourage participation. As a result, it is unknown why a participant may have
chosen to skip a question. This resulted in areas of missing data across the survey.
Table 2 identifies and defines the M-TES survey constructs measured and provides a
sample survey item related to each construct.
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Table 2
M-TES Survey Constructs, Description, and Sample Question
Construct

Construct Description

Sample Question

Identification of PTSD

Clinician’s perceived

Do you feel you have enough

and Complex PTSD

capacity to identify

knowledge/training to identify a client

PTSD/Complex PTSD

with: PTSD / Complex PTSD?
(Responses selected from a five-point
Likert scale)

Confidence in clinical

Clinician’s perceived

Do you feel you have the ability to

differentiation

capacity to differentiate

differentiate between the diagnoses of

between PTSD and

PTSD and Complex PTSD for a client?

Complex PTSD

(Responses selected from a five-point
Likert scale)

Of the total 38 survey questions, 15 questions were offered to participants via an openresponse format. This open-response format offers participants the opportunity to write in their
responses rather than selecting them from a pre-established list. The open-response questions
were included to decrease researcher bias and expand the overall potential breadth of information
gathered in this survey. To convert the qualitative data into descriptive statistics for analysis,
answers given on open-response questions were coded via a manually organized system and
process of inductive and descriptive coding to identify themes, categories, and subcategories, and
then tallied across each participant. The open-response questions allow the primary investigator
to get at general themes that emerged and to explore some of this data in its qualitative, precoded form.
Upon completion participants were offered links for further learning and support on
topics related to the survey content, including vicarious trauma, secondary traumatic stress,

FACTORS ASSOCIATED WITH CLINICIAN CONFIDENCE
82
burnout, and Complex PTSD. Participants were also offered a survey link for participants to
copy and paste to their social media platforms if they wished to share this survey with others and
a link where they will be able to find research results and findings upon completion of this
dissertation research study. A complete list of all survey questions and possible responses can be
found in Appendix B.
Research Analysis
Data Management
Data was collected between July 26, 2020, and November 1, 2020. Data from the Google
Forms survey platform was then imported into a Microsoft Excel spreadsheet and reviewed for
completeness. All data, including qualitative and quantitative responses, were uploaded into
SPSS version 27 for analyses.
Preliminary analyses were conducted to ensure the integrity of the data (i.e., “cleaning”).
First, all variables were assigned labels. Next, descriptive statistics were run to identify missing
responses and outliers. Of the 233 surveys that were returned, a total of eight participants were
excluded. Four were excluded due to their response to qualifying questions: one participant
indicated already having taken the survey; one participant indicated never providing therapy in
an outpatient setting; and two participants indicated no experience working with clients aged 18
and over. Three participants indicated they had not yet completed a clinical internship yet and
had no experience working with clients, and one indicated they had never worked with adults in
a clinical field. These four participants did not complete the survey beyond survey question 12.
An additional eight surveys were excluded as they were duplications of previous surveys,
indicating multiple submissions. Thus, of the original 233 surveys received, 217 were included in
the analyses. All 217 participants indicated understanding and agreement of the informed
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consent for this research, which was embedded in the survey as a mandatory question, necessary
to proceed.
Considerations of Generalizability and Sampling
A Priori Sample Size Calculations
Before the study, sample size needs were calculated when statistical power was set at .8
with a modest FWER alpha correction of 2–4 tests. This resulted in the need of 200–220
participants in order to run a couple of simple correlations or Chi-Squares. The desired sample
size of over 200 was also based on the need for enough cell membership in some crosstabs for
more meaningful descriptive findings. After data collection was complete, these simple
correlations did not seem necessary at this point. In reviewing and amending the overall project’s
analytic plan, more robust and sophisticated inferential analyses were considered to analyze
some of the research questions, but this was suspended due to the low sample size, inadequate
power, and extreme disproportionality in cell membership for many desired comparisons. This
may have to do with participant’s self-selection as the data didn’t have a ton of variability. Thus,
the Chi Square and related follow-up logistic regression inferential statistics were deferred until a
later volume of the project (Meier & Meiselman, 2022). Moreover, it may be more appropriate to
do such analyses only after the current study is replicated with a much larger sample size and
having already validated the survey instrument. Logistic regression and its relationship to more
specified Chi-Square follow up would need to be utilized, yet this was beyond the scope of the
current Volume I project, which also serves as the dissertation manuscript for the primary
researcher. With a small overall sample size and large proportional cell membership differences,
comprehensive inferential statistics such as logistic regression, which is particularly greedy in
terms of sample size requirements for adequate power, was not appropriate at this stage. Instead,
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percent differences in comparing groups coupled with expected and actual counts per cell
(precursor and fundamental building blocks of logistic and Chi Square analyses) were
determined to ascertain which variables were more and less associated with different levels of
confidence in identifying PTSD and Complex PTSD while controlling for disproportional initial
cell membership.
In this sense, the findings in Volume I only apply to this current sample and their
generalizability to other mental health clinicians is not currently known. Great care should be
exercised when attempting to generalize the findings of this sample to other samples of mental
health clinicians working in and out of the trauma specialization. While trends and patterns
emerging in the current findings might replicate in follow-up surveys, the reader is cautioned not
to make such assumptions. Within the context of this caveat, the current findings should be
treated as basic early-stage research in this area with an unvalidated survey and descriptive
statistics from this sample. Furthermore, these limitations make the demographic characteristics
of the current sample of participants even more important to help determine any attempt to
generalize from the current findings to other mental health clinicians outside of the current
sample. Additionally, while it was decided not to pursue an inferential approach at this stage, 2
Spearman Rho correlations were computed in a post hoc phase as part of considering additional
issues during the discussion in chapter 5. As the only 2 inferential tests performed on a sample of
more than 200 subjects, they had both sufficient power and reasonably adjusted alpha.
Revisiting Survey Response Rate
One important issue to consider when assessing the generalizability of the current sample
is further exploration of the response rate in the context of how the survey was distributed and
respondents decided to participate. Many inferential statistics assume a normal distribution and
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an equal chance at participation in a survey. This is rarely actually the case, and the specific
methods in which a survey is distributed helps the reader determine the level of generalizability
of the findings.
One key feature in determining the level of generalizability is to calculate the survey’s
response rate. Indeed, survey response rates have plummeted in recent decades (Versta Research,
2006; Van Horn, Green, & Martinussen, 2009), the standards for psychology research response
rates are not formalized, and some say responses could range from 14% to 91% (Van Horn,
Green, & Martinussen, 2009). The interest in a topic greatly alters the sample of participants,
which can impact the findings based simply on who agreed to participate versus the other
clinicians that declined. Furthermore, despite the survey being e-mailed to many clinics
including general mental health agencies, 71.9% (156 of 217) of the respondents of the overall
current sample reported working primarily in the area of trauma. This is an indication that the
topic of trauma itself could have influenced this subgroup of therapists to be more willing and
interested to complete the survey compared to the therapists who do not report working primarily
in trauma despite its high prevalence in the general mental health population. Of the clinicians
not working primarily in trauma, a question arises of why this subset of respondents was inclined
to take the time to complete the survey, compared to other non-trauma clinicians who declined to
participate. The current study’s use of a variation of the snowballing distribution of the survey to
different clinicians around the country coupled with other factors—including the self-selecting
mechanisms utilized by the responding clinicians in both the primary trauma and not primary
trauma therapist groups—create a unique sample that does not adhere to simple random
sampling theory. The consequences of these selecting mechanisms are hard to fully appreciate
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but clearly differs from a simple random sample from the population of clinicians in the United
States.
As described above, to help gauge some of these issues, the current survey used two
methods of distribution where one of the methods could be used to calculate a response rate for
part of the overall sample. As reported above, the target subgroup included 1,518 clinicians with
the potential to participate, from these 1,518 potential respondent clinicians in the target group,
151 respondents successfully completed and submitted the survey yielding a response rate of
9.95% for the target group. The remaining 66 surveys that were completed and submitted
resulted from the second social media collection method, which, as described above in more
detail, involved a more organic process of snowballing without the ability to track how many
clinicians may have had access to this link. Therefore, the response rate of 9.95% only captures
the rate for 69.5% (151 of 217) of the overall sample.
Analysis Plan
Given both the exploratory nature and the lack of cell membership of the current study,
no inferential statistics were analyzed for this Volume I report of the findings from the M-TES.
Descriptive statistics were calculated on key variables from single and multiple response survey
questions to explore participant confidence in identifying PTSD, Complex PTSD, and clinicians’
ability to differentiate their treatment approach between PTSD and Complex PTSD. After
reporting the basic information across a select group of important demographic and clinically
relevant survey questions, crosstabs were then used to further explore participant responses and
the relative influence and relationship between three main factors of interest to help address each
of the research questions. To better answer all three of the research questions, additional factors
were identified and then calculated through recoding of answers to questions concerning whether
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the clinicians identified a primary clinical focus in trauma, years of clinical experience, and types
of training in PTSD and Complex PTSD.
For Research Questions 1 and 2, dichotomous groups were created to examine levels of
confidence in identifying PTSD and Complex PTSD by combining “strong” and “moderate”
responses, creating a dichotomous variable that was termed adequate confidence. To create the
dichotomous variable, non-adequate confidence, the responses “somewhat” to “not at all’ were
combined. The same recoding process and addition of the term’s adequate confidence and nonadequate confidence was repeated for Research Question 3 to examine the levels of confidence
in differentiating treatment approach between PTSD and Complex PTSD. To help answer
Research Questions 1–3, these combined measures of the clinicians’ confidence level were than
compared with the clinicians who reported a strong confidence or moderate confidence, or lower
level of confidence. By alternating between these different metrics across different factors, the
researcher was able to gauge the potential relationship between each factor or the paired
combinations of these factors on the confidence level that clinicians reported in identifying and
treating both PTSD and Complex PTSD. For example, did a higher percentage of clinicians who
worked primarily in the field of trauma report a strong level of confidence to identify PTSD
compared to the clinicians who did not work primarily in trauma?
For the analyses of the research sub-questions, three additional factors were created from
the survey data that allowed the researcher to factor in the variables of primary clinical focus on
trauma, years of experience, and level and type of training in PTSD and Complex PTSD. The
following three dichotomous variables were created, resulting in two groups per factor per main
survey question examined in Volume I: primary vs. non primary clinical focus in trauma, years
of experience (10 or more years vs. 10 or fewer years), and participation in highest level of
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training of either formal or informal training in either PTSD or Complex PTSD. This final factor
represented two different variables where one focused on highest level of PTSD training and the
other on the highest level of Complex PTSD training. The highest PTSD level variable was
paired with the survey question on the confidence the clinicians reported for identifying PTSD
while the highest Complex PTSD training level variable was paired with the related question that
focused on identifying Complex PTSD. It is also important to point out that the survey question
on training included levels of training below formal and informal, but this was simplified for this
phase of the analyses.
More in-depth analyses across each sub level of training will be further reported in
Volume II of the project. However, cell membership per lower-level training subgroups was so
small that focusing on formal and informal training seemed a logical and helpful first step to be
included as a main factor of interest in Volume I of the reporting of the survey which focused on
some main factors that were associated with the clinicians’ confidence in identifying PTSD and
Complex PTSD. However, the reader will notice in Ch. 4 that all the cells membership counts
reported often do not add up to the total sample size of the survey since a few respondents are
included in a lower-level cell, such as “self-learning” or “no” training. Moreover, the three main
factors’ basic descriptive findings were also reported in the Volume I report before collapsing
and recoding for the purpose of seeing the influence these subgroups had on expected and actual
cell count membership. The reader can see the lower membership percentages for some of the
less populated sublevels within factors in the tables presented in chapter 4.
All three factors were cross referenced with the other two factors forming three pairs of
crosstabs (i.e., working primarily in trauma or not paired with 10 or more or under 10 years of
experience in the field). Contrasting the three paired comparisons of all three factors helped the
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researcher determine the association of each of these factors and their paired combinations to the
expected frequencies based on proportionate distribution compared to actual frequency
distribution. Without attempting inference, using this method allowed for a similar statistical
technique as seen in Chi-Square but pinpointed to the specific cell membership in terms of
expected and actual counts and not just an omnibus metric of all the cross cells together as is
provided in an omnibus Chi-Square. This allowed the researcher a cautious early phase, basic
research view of some of the intersecting relationships between the three main factors of interest
for this initial Volume I report of the survey’s findings.
Without raising the issues of inference and specific levels of statistical power, this allows
future research some additional information that might prove helpful when more robust larger
samples can be analyzed using sophisticated forms of Logistic regression, which are used to
unlock the per cell membership associations after Omnibus Chi-Square analyses indicate further
investigation. This is akin to follow-up T tests after an Omnibus ANOVA found main effects,
but it is not clear which cells are contributing to this finding. The current study’s use of the
percent change from expected to actual counts gives us some indication of the relative strength
of each of the three factors of interest on the clinician’s level of confidence to identify PTSD and
Complex PTSD but is confined to the sample itself with no inference intended. Thus, the current
system provided trends found in the current sample’s pool of clinicians but does not generate a p
value as it is not attempting to infer this pattern to the general population from the current sample
of clinicians. While somewhat different than the arguments outlined in Rubin (2017), such an
approach is consistent with the general tenor of important transparent exploratory work outside
the strict rules of inferential approaches.
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Using the approach mentioned above, the findings were then directly compared to each
other for PTSD and Complex PTSD to see the differences for the current sample when trying to
identify PTSD and Complex PTSD. An additional brief comparison was made to see if the
patterns of association of the three factors on identifying PTSD differed compared to the pattern
that emerged for Complex PTSD. This was only possible by using the method of the percent
changed from the expected to the actual cell membership counts which were calculated by
inputting the cell count information generated by SPSS into an excel spreadsheet programed to
make these calculations and provide percent change metrics for each crosstab subgroup.
Appendix D illustrates the method used with an example taken from the actual data set and
reported in the findings.
Qualitative Analyses
Open-ended survey responses were analyzed for themes to help inform quantitative
findings. All data from the open-response questions were thematically organized and coded
through a multi-stage process. Once each question was tallied into descriptive data, openresponse questions were then re-integrated into the master copy of the excel spreadsheet. The
spreadsheet was cleaned of repetitive data, and labels were created that allowed for organization
that fit with the SPSS statistical analysis software criteria. These data were then uploaded into
SPSS and labeled for analysis.
Upon the creation of the survey, the intention was to utilize data from open-response
questions to supplement the quantitative data from single and multiple-response survey
questions. For this first volume of M-TES research, the open-response data was not used apart
from the open-response data from the ethnicity self-identification survey question. The more
detailed open-ended responses will be analyzed in future volumes of the M-TES (Meier &
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Meiselman, 2022) after Volume I analyses outlined above are submitted for the current study in
partial fulfillment of the dissertation manuscript.
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CHAPTER 4: FINDINGS
Introduction to Findings
This Volume I report of the Meier’s Therapist’s Experiences Survey (M-TES) begins to
explore findings associated with mental health clinicians’ confidence to identify PTSD and
Complex PTSD, and confidence to differentiate their treatment approach between PTSD and
Complex PTSD. The priority focus of this Volume I report of the M-TES leans heavily on
Research Question 1 and 2: confidence to identify PTSD and Complex PTSD. An initial look at
Research Question 3 begins at the end of this chapter and will be explored at greater length in
subsequent volumes of the M-TES. To help contain the first volume into a manageable
manuscript to be used in partial fulfillment of the dissertation, complex crosstabs were only
completed for the issue of identifying PTSD and Complex PTSD (Questions 1 and 2) but not for
Question 3.
To accomplish answering the research questions, a series of exploratory analyses were
conducted. First, descriptive statistics were calculated to understand the sample, and to examine
variability within and between survey responses. From these analyses, confidence emerged as a
principal variable throughout this study, linking both to confidence to identify PTSD and
Complex PTSD and confidence to differentiate treatment. The main emphasis on confidence was
to explore the percent of clinicians who reported “strong” compared to those that reported
“moderate” confidence. The binary construct of adequate vs. non-adequate confidence also
emerged as a secondary theme across the study, used in contrast to responses of “strong” and
“moderate”. Survey responses of “strong” and “moderate” were combined to create adequate
confidence, while “somewhat”, “insufficient”, and “not at all” were combined to create nonadequate confidence (see chapter 3). Three principal factors emerged in the categories of
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primary clinical focus in trauma, years of experience, and PTSD/Complex PTSD training, and
are explored throughout each section of the findings connected to each of the three research
questions.
To explore associations between variables and factors across the study, first a simple
approach is taken where two factor crosstabs are calculated between the factors of primary
clinical focus in trauma, years of experience, and highest level of PTSD/Complex PTSD training
paired with the variable of mental health clinicians’ confidence to identify PTSD and Complex
PTSD. Later for Research Question 3, the same simple approach is taken with the three principal
factors paired with the variable of mental health clinicians’ confidence to differentiate treatment
approach between PTSD and Complex PTSD. Descriptive statistics were calculated for
supplemental survey questions beyond the three principal factors for Research Questions 2 and 3
that help to further explore clinician responses from this survey sample.
A section is then included where crosstabs of the three primary variables are compared
between Research Question 1 and 2: confidence to identify PTSD vs. to confidence to identify
Complex PTSD. Findings in this section synthesize responses from Research Question 1 and 2 to
enhance analysis of confidence to identify PTSD compared to confidence to identify Complex.
To culminate analysis of research questions 1 & 2, a more complex analysis of the three paired
factors is reviewed with the use of two-by-two crosstab calculations in the following groupings:
years of experience by primary clinical focus; highest level of PTSD/Complex PTSD training by
primary clinical focus; and highest level of PTSD/Complex PTSD training by years of
experience. These complex crosstab calculations are not yet available for Research Question 3
but will be available in future volumes of the M-TES.
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Originally, chi square statistics were considered to compare observed results with
expected results; however, such a test only provides an omnibus overview and would not help
the researcher pinpoint differences from one cell to another. Such an approach is geared for when
the researcher can follow it up with Logistic regression can be used to isolate the cells with the
most effect and the current sample providing insufficient statistical power for these more
complex analyses. After thorough examination of the issue, the decision was made by the
researcher in consultation with dissertation advisors and in recognition of the dearth of previous
research in this area to focus on the findings shown through descriptive, non-inferential analyses.
Thus, with the exception of two inferential post hoc correlations (see below), these analyses are
exploratory, specific to this survey sample, and the findings may have limited generalizability to
the greater population of mental health clinicians. However, the findings will provide valuable
basic research that can be used by the community for future examination of this important field
of inquiry currently in its infancy.
Demographics & Professional Experience
Gender, Race, and Ethnicity
To maintain anonymity, the M-TES only gathered minimal personal demographic
information specific to gender, race, and ethnicity. Gender was assessed via a two-step approach
(The GenIUSS Group, 2014, p. V). For both variables, gender and transgender identification,
216 of 217 clinicians responded, with one clinician failing to answer either question. The firststep survey question on gender utilized a single-response style question with the following
reported demographics: 81.0% (175) female; 14.4% (31) male; and 4.6% (10) nonbinary. The
second-step question on gender asked for clinicians to indicate transgender identification. 98.1%
(212) did not identify as transgender, 1.4% (3) indicated they identify as transgender; and 1
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(0.5%) clinician indicated that they preferred not to say. Although 10 respondents indicated
nonbinary, only 3 respondents indicated transgender and 1 indicated prefer not to say, possibly
indicating that 6 or 7 of the respondents identify as nonbinary but not transgendered. See Table 3
for gender and transgender identification.
Table 3
Gender and Transgender Identification
Gender

Number (Percent)

Female

175 (81.0%)

Male

31 (14.4%)

Nonbinary

10 (4.6%)

Transgender identification
No, I don’t identify as transgender

212 (98.1%)

Yes, I do identify as transgender

3 (1.4%)

Prefer not to say

1 (0.5%)

Note. For overall sample (n=216)
To calculate race and ethnicity, a different strategy was taken in this survey by allowing
clinicians to self-identify their ethnicity via an open-response question compared to offering a
traditional drop-down menu of ethnicity options. This aimed to offer clinicians control of how
they self-identify without pre-determined categories which are often controversial, antiquated,
and not matching peoples lived and identified experiences. This strategy was chosen to decrease
researcher bias and increase ethnic representation of clinicians. All 217 clinicians responded to
this survey question, and responses were coded via an inductive and descriptive coding process
used for open-response questions in this survey. Upon completion of coding, the following race
and ethnicity designations were indicated: 89.9% (195) White; 4.6% (10) Hispanic/Latino; 3.7%
(8) Asian; 2.3% (5) American Indian/Alaskan Native; and 1.4% (3) Black (see Table 4). Upon
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completion of the coding process, these categories ended up closely matching a standard set of
categories, such as those used by the US Census Bureau (2021), despite offering opportunities
for variation of self-identified response.
Table 4
Race / Ethnicity
Race / Ethnicity
White

Number (Percent)
195 (89.9%)

Hispanic Latino

10 (4.6%)

Asian

8 (3.7%)

American Indian / Alaskan Native

5 (2.3%)

Black

3 (1.4%)

Note. For overall sample (n=217). Numbers don’t total to 100 as clinicians could select more
than one option.
The race and ethnicity make up of this sample is representative of the greater
psychological workforce in the United States (American Psychological Association, 2019) with
people who self-identify as White as the majority. Three sub-categories were identified in the
coding process for this research indicating clinicians’ preferences for self-identification of
ethnicity. European Multiethnic was self-identified by 15.7% (34 of 216) of clinicians, while
6.0% (13 of 216) of clinicians indicated a Multiethnic response and 4.6% (10 of 216) specifically
indicated Jewish as their ethnic self-identification (see Table 5).
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Table 5
Ethnicity Sub-Categories
Subcategory

Number (Percent)

European Multiethnic

34 (15.7%)

Multiethnic

13 (6.0%)

Jewish

10 (4.6%)

Note. For overall sample (n=216). Numbers don’t total to 100 as clinicians could select more
than one option.
Professional Experience
To be included in this study, clinicians were asked to indicate that they had experience
working with clients aged 18 or over, either in current or past professional capacities. Of the 217
clinicians, the majority, 86.6% (188) indicated that they are currently providing therapy to clients
aged 18 and over, and 13.4% (29) indicated they had in the past. Clinicians were also asked to
indicate whether they had either current or past experience working in outpatient settings.
Similarly, a majority, 84.3% (183) indicated that they currently provide therapy in outpatient
settings, while 15.7% (34) reported that they have in the past (see Table 6). Outpatient settings
were defined as outpatient community mental health; private practice or private practice groups;
hospital outpatient clinical settings; partial hospitalization treatment (PHP); school/university
counseling centers; for-profit counseling agencies; and/or integrated health care settings.
Outpatient settings could include a clinical focus of one or more of the following: general mental
health conditions; specialized conditions; substance use settings; and/or co-occurring/dual
diagnosis.
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Table 6
Professional Experience: Present and Past (18+ and outpatient)
Professional experience

Clients 18+

Outpatient Settings

Number (Percent)

Number (Percent)

Currently

188 (86.6%)

183 (84.3%)

In the past

29 (13.4%)

34 (15.7%)

Present and past experience

Note. For overall sample (n=217).
Clinicians were asked to specify the settings in which they have provided outpatient
therapy to adults aged 18 years of age or older, via a multiple-response question, selecting as
many outpatient settings as were relevant. Clinicians indicated being self-employed at 66.4%
(144 of 217) and working for non-profit agencies at 62.2% (135 of 217) as the top areas of
outpatient experience represented in this survey. All other areas of outpatient workplace
indications were selected as 30.4% (66 of 217) for-profit agencies or lower (see Table 7).
Table 7
Outpatient Settings
Outpatient settings
Number (Percent)
Self-employed
144 (66.4%)
Non-profit agencies
135 (62.2%)
For-profit agencies
66 (30.4%)
School or university counseling centers
55 (25.3%)
Hospital-type settings
54 (24.9%)
Other
30 (13.8%)
Note. For overall sample (n=217). Numbers don’t total to 100 as clinicians could select more
than one option.
Three Principal Factors
Factor 1: Primary Clinical Focus on PTSD and/or Complex PTSD
Clinicians were not required to have experience specific to PTSD or Complex PTSD to
participate in the study. Clinicians were asked to rank professional therapeutic focus of 25
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clinical treatment areas by indicating one of the following: primary focus, secondary focus,
tertiary focus. Clinicians could choose to indicate not a clinical focus, while others chose not to
select any answer for some of the categories. Anxiety and depression were the top reported areas
of primary clinical focus at 75.1% (163 of 216). PTSD was the second most common primary
clinical focus of therapeutic work in this sample, indicated at 67.7% (147). Nearly 20% (19.4%)
indicated PTSD was a secondary focus, and 5.1% (11) indicated it was a tertiary focus. Only
3.2% (7) reported that PTSD was not a therapeutic focus, and 10 clinicians didn’t select any
response for PTSD. A total of 202 respondents endorsed Complex PTSD as a primary clinical
focus, ranking it as the third most common primary clinical focus in this survey, 59.9% (130)
indicated it was a primary focus, 16.6% (36) as a secondary focus, and 8.8% (19) as a tertiary
focus with 15 clinicians indicating no selection. Overall, this group is comprised of a large
number of clinicians who focus on trauma in their work (see Table 8).
Table 8
Therapeutic Diagnostic Focus: Primary, Secondary, Tertiary
Primary, secondary, tertiary
*Therapeutic diagnostic focus
Anxiety and Depression

Primary

Secondary

Tertiary

focus

focus

focus

Number

Number

Number

(Percent)

(Percent)

(Percent)

163 (75.1%)

44

5 (2.3%)

(20.33%)
PTSD

147 (67.7%)

42 (19.4%)

11 (5.1%)

Complex PTSD

130 (59.9%)

36 (16.6%)

19 (8.8%)

Note. For overall sample (n=217). Numbers don’t total to 100 as clinicians could select more
than one option.
*(top three, see Appendix C for full list of all Therapeutic Diagnostic Focus Ratings)
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Clinicians were asked to rate the frequency at which they tend to work with clients with
PTSD and Complex PTSD. Of 216 respondents 61.6% (133) indicate they work with PTSD
frequently, and 54.9% (117) indicate they work with Complex PTSD frequently in their clinical
work with adults in outpatient settings. If results are combined for responses of occasionally,
rarely, and never, respondents indicated only 15.7% (34) for PTSD and 23.9% (51) for Complex
PTSD. Responses of the frequency of clinician treatment for PTSD and Complex PTSD are
summarized in Table 9. Overall, the majority of clinicians in this study indicate both a strong
clinical focus on trauma, and report they treat trauma frequently in their work.
Table 9
PTSD & Complex PTSD: Treatment Frequency
PTSD/Complex PTSD

PTSD

Complex PTSD

Number (Percent)

Number (Percent)

Frequently

133 (61.6%)

117 (54.9%)

Sometimes

49 (22.7%)

45 (21.1%)

Occasionally

24 (11.1%)

16 (7.5%)

Rarely

5 (2.3%)

22 (10.3%)

Never

5 (2.3%)

13 (6.1%)

Treatment frequency

Note. For overall sample (n=216)
A dichotomous variable was created for this sample to determine how many clinicians
indicate PTSD and/or Complex PTSD to be a primary clinical focus in their work (trauma
clinicians), versus those who do not (non-trauma clinicians). This dichotomous variable was
created only out of the responses of primary focus (see Table 8) and did not factor in secondary
or tertiary indications of clinical focus. 71.9% (156 of 217) indicate that they do consider PTSD
and/or Complex PTSD to be a primary clinical focus and 28.1% (61 of 217) indicated that they
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do not. Primary clinical focus is one of the three principal factors explored throughout each
research question (see Table 10).
Table 10
Primary Clinical Focus in PTSD and/or Complex PTSD
Primary / Non-primary

Number (Percent)

Non-primary

61 (28.1%)

Primary

156 (71.9%)

Note. For overall sample (n=217)
This factor was broken down even further to identify how many clinicians in this sample
specified primary clinical focus for PTSD and Complex PTSD separately. In this first principal
factor, 67.7% (147 of 217) indicated a primary clinical focus in PTSD and 59.9% (130 of 217)
indicated a primary clinical focus in Complex PTSD (see Table 11). To simplify the analysis, the
variable of primary clinical focus will only be considering utilizing combined responses of both
PTSD and Complex PTSD (trauma clinicians) as shown in the Table 10 above.
Table 11
Primary Clinical Focus in PTSD and Complex PTSD: Separated
PTSD/CPTSD

PTSD

Complex PTSD

Number (Percent)

Number (Percent)

Non-primary

70 (32.3%)

87 (40.1%)

Primary

147 (67.7%)

130 (59.9%)

Primary / Non-primary

Note. For overall sample (n=217)

Factor 2: Years of Clinical Experience (and professional licensure status)
Years of experience emerged as the second principal factor considered in this Volume I
report of the M-TES. Before considering years of experience, it is important to put this factor in
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the context of the respondent’s professional licensure status. The majority of clinicians who took
the M-TES are licensed and hold advanced degrees. The lack of variability in licensure status in
this sample did not permit additional analysis for this factor, and therefore licensure is not
included as one of the principal factors. Licensure is included here with years of experience for
organizational purposes, to illustrate the high level of experience demonstrated by this overall
survey sample, and to underscore that the majority of respondents in this sample are licensed (see
Table 12) which may have some bearing on the findings overall. Of the 217 respondents, 79.7%
(173) reported they are licensed while only 20.3% (44) are unlicensed. The category of other
degree or license was interpreted to mean a certificate or degree that did not fit a standard
professional master’s or PhD for a mental health clinician and was grouped as unlicensed.
Table 12
Professional Degree Status and Licensure
Likert Scale

Number

Dichotomous Scale

(Percent)
MA degree with licensure in a clinical field

139 (64.1%)

PhD / PsyD with licensure in a clinical field

34 (15.7%)

MA degree unlicensed in a clinical field

19 (8.8%)

PhD / PsyD unlicensed in a clinical field

9 (4.1%)

MA student in clinical internship

3 (1.4%)

Other degree or license

13 (6.0%)

Number
(Percent)

Licensed

Unlicensed

173
(79.7%)
44
(20.3%)

Note. For overall sample (n=217)
Clinicians were asked to indicate how many years of professional clinical experience they
had at the time they took the survey. Years of experience could include professionally supervised
internships and formal practicum placements that included direct clinical work with clients. For
the purpose of analysis, a dichotomous variable for years of experience was created to separate

FACTORS ASSOCIATED WITH CLINICIAN CONFIDENCE
103
those with 0–10 years of experience vs. those with 10 or more years of experience. A primary
intention of creating this variable is to be able to compare clinicians in their early career, taking
into consideration years of training like internship, externship, and early on the job training,
versus those with more experience. As illustrated by Table 13 below, 10 years is the midpoint of
years of experience in this sample, making it a natural point of demarcation for analyses. All 217
clinicians responded to this question with a total of 48.8% (106) indicating 10 or more years of
experience and 51.2% (111) indicated less than 10 years of experience; providing an almost even
split between these two groups. Years of experience is one of the three principal factors
considered in response to each of the research questions.
Table 13
Total Years of Professional Clinical Experience
Likert Scale

Number (Percent)

0-3 years

6 (2.8%)

3-5 years

29 (13.4%)

5-10 years

76 (35.0%)

10-20 years

59 (27.2%)

20 or more years

47 (21.7%)

Dichotomous Scale

Number (Percent)

0-10 years

111 (51.2%)

10 or more years

106 (48.8%)

Note. For overall sample (n=217)
With over three quarters of clinicians having licensure and just under half with 10 or
more years of general experience in the field, we can expect that survey results reflect a robust
overall understanding of clinician experience working in outpatient settings as it relates to their
experience of working with clients with PTSD and Complex PTSD. Of respondents that have 10
or more years of experience, 86.8% (92) are licensed (see Table 14).
Table 14
Licensure by Years of Experience
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Licensure

Unlicenced

Licenced

Number (Percent)

Number (Percent)

0–10 years of experience

30 (27.0%)

81 (73.0%)

10 plus years of experience

14 (13.2%)

92 (86.8%)

Years of experience

Note. For overall sample (n=217)
Factor 3: Highest Level of Training in PTSD and Complex PTSD
Highest level of training in PTSD and Complex PTSD is the third principal factor
considered across each research question. In the M-TES, clinicians were asked to indicate from
what type of training they gained their knowledge about PTSD and Complex PTSD,
respectively. In the M-TES clinicians were offered four training options and could select as
many categories as were relevant, first specific to PTSD training and then specific to Complex
PTSD training: formal training, informal training, self-learning, or none. Formal training was
defined as trauma specific training and/or certificate programs. Informal training was defined as
on the job training, conferences, coursework and/or supervision. Self-learning was defined as
books, articles, webinars and/or clinical experience. And none was described as no formal,
informal training or self-learning for PTSD and Complex PTSD, respectively. For the purpose of
analysis, training was recoded to indicate the selection each clinician made for the highest level
of PTSD and Complex PTSD training they had received. The following shows the breakdown of
each category of highest level of PTSD training: formal training, 74.3%, 159; informal training
20.6%, 44; self-learning 2.8%, 6; and none 2.3%, 5; all of 214. This can be compared to the
following which shows the breakdown of each category of highest level of Complex PTSD
training: formal training, 50.2%, 106; informal training 28.0%, 59; self-learning 12.3%, 26; and
none 9.5%, 20; all of 211 (see Table 15).
Table 15
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Highest Level of PTSD and Complex PTSD Training
PTSD/Complex PTSD

PTSD

Complex PTSD

n=214

n=211

Number (Percent)

Number (Percent)

Formal training

159 (74.3%)

106 (50.2%)

Informal training

44 (20.6%)

59 (28.0%)

Self-learning

6 (2.8%)

26 (12.3%)

None

5 (2.3%)

20 (9.5%)

Highest level of training indicated

Note. For overall sample (n=214 / n=211)
Findings by Research Question
This Volume I of the M-TES aims to explore the three principal factors associated with
mental health clinicians’ confidence in to identify PTSD and Complex PTSD for Research
Question 1 and 2, and later more briefly, clinician confidence to differentiate their treatment
approaches between PTSD and Complex PTSD. Initial focus starts with an emphasis on the
relationship on clinicians “strong” and “moderate” confidence, followed by condensing “strong”
and “moderate” resulting in the construct of adequate confidence. To accomplish this, the
following Research Questions and Sub-Questions were developed:
Table 16
Research Questions and Sub-Questions
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Research Question

Sub-Questions

1. What was the

1a. How did this confidence vary based on whether

clinician’s confidence in

clinicians reported a primary clinical focus of PTSD and/or

their ability to clinically

Complex PTSD or did not report such a primary focus?

identify PTSD?

1b. How did this confidence vary based on the years of
experience of the clinicians?
1c. How did this confidence vary based on the highest
level of PTSD training of the clinicians?

2. What was the

2a. How did this confidence vary based on whether

clinician’s confidence in

clinicians reported a primary clinical focus of PTSD and/or

their ability to clinically

Complex PTSD or did not report such a primary focus?

identify Complex PTSD?

2b. How did this confidence vary based on the years of
experience of the clinicians?
2c. How did this confidence vary based on the highest
level of Complex PTSD training of the clinicians?

3. What was the

3a. How did this confidence vary based on whether

clinician’s confidence in

clinicians reported a primary clinical focus of PTSD and/or

their ability to differentiate

Complex PTSD or did not report such a primary focus?

their treatment approach
when treating clients with
PTSD versus Complex
PTSD?

3b. How did this confidence vary based on the years of
experience of the clinicians?
3c. How did this confidence vary based on the highest
level of PTSD and Complex PTSD training of the clinicians?
Research Question 1

Research Question 1: What was the clinician’s confidence in their ability to clinically
identify PTSD?
First, descriptive statistics were calculated to examine variability across responses.
Simple crosstabs were calculated to examine the association between the factors of primary
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clinical focus, years of experience, and highest level of PTSD training with the variable of
mental health clinicians’ confidence to identify PTSD. Later, the more complex analysis of the
three paired factors will reviewed with the use of two-by-two crosstab calculations. This analysis
is specific to this survey sample and not necessarily generalizable to the greater population.
Research Question 1 Findings: Confidence to Clinically Identify PTSD
In the overall group with a total of 216 respondents, over two thirds of clinicians, 74.5%
(161), indicated “strong” confidence and 20.4% (44) indicated “moderate” confidence to identify
PTSD. Only 0.9% (2) from this group indicated no, not at all confident to identify PTSD. In the
same overall group, with “strong” and “moderate” collapsed, the vast majority, 94.5% (205) of
clinicians reported adequate confidence to identify PTSD, with only 5.1% (11) indicating nonadequate confidence (see Table 17). In this overall group, an overwhelming majority indicate
adequate to “strong” confidence to identify PTSD.
Table 17
Confidence in Clinical Knowledge to Identify PTSD
Likert Scale

Number (Percent)

Dichotomous Scale

Number (Percent)

Strong

161 (74.5%)

Strong to moderate

205 (94.5%)

Moderate

44 (20.4%)

(Adequate)

Somewhat

8 (3.7%)

Somewhat to not at all

Slightly

1 (0.5%)

(Non-adequate)

No, not at all

2 (0.9%)

11 (5.1%)

Note. For overall sample (n=216)
Research Question 1a Findings: Primary vs. Non-Primary Clinical Focus
Research Question 1a: How did this confidence vary based on whether clinicians reported
a primary clinical focus of PTSD and/or Complex PTSD or did not report such a primary focus?
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Here, a simple crosstab is run between trauma clinicians and non-trauma clinicians (those
with or without indication of a primary clinical focus in PTSD and/or Complex PTSD combined)
by clinician confidence to identify PTSD. In the group of 155 trauma clinicians, 85.8% (133)
indicated “strong” confidence to identify PTSD, and 12.3% (19) indicated “moderate”
confidence. This can be compared to the group of 61 non-trauma clinicians where only 45.9%
(28) indicated “strong” confidence to identify PTSD and 41.0% (25) indicated “moderate”
confidence (see Table 18). In comparing these two groups and collapsing “strong” and
“moderate”, 98.1% (152 of 155) of trauma clinicians indicated adequate confidence to identify
PTSD while 86.9% (53 of 61) of the non-trauma clinicians indicated the same. This demonstrates
increased confidence from the trauma-clinician group to identify PTSD compared to the nontrauma clinician group.
Table 18
Research Question 1a: Confidence to Identify PTSD by PTSD/Complex PTSD as Primary vs.
Non-Primary Clinical Focus
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Non-

Primary

Totals

Non-

Primary

Primary

Totals

Primary

Confidence

Number

Number

Number

Confidence

Number

Number

Number

Likert Scale

(Percent)

(Percent)

(Percent)

Dichotomous

(Percent)

(Percent)

(Percent)

Scale
Strong

28

133

161

Strong to

53

152

205

n=161

(45.9%)

(85.8%)

(74.5%)

moderate

(86.9%)

(98.1%)

(95.9%)

25

19

44

(41.0%)

(12.3%)

(20.4%)

6

2

8

8

3

11

(9.8%)

(1.3%)

(3.7%)

(13.0%)

(1.9%)

(5.1%)

1

0

1

(1.6%)

(0.0%)

(0.5%)

1

1

2

(1.6%)

(0.6%)

(0.9%)

Total

61

155

216

61

155

216

n=216

(100.0%)

(100.0%)

(100.0%)

(100.0%)

(100.0%)

Moderate
n=44
Somewhat
n=8
Insufficient
n=1
Not at all
n=2

(Adequate)
Somewhat not at all
(Nonadequate)

Total

(100.0%) n=216

Note. For overall sample (n=216)
Research Question 1b Findings: Years of Clinical Experience
Research Question 1b: How did this confidence to identify PTSD vary based on the years
of experience of the clinicians?
The sample of clinicians from the M-TES is nearly evenly split, with 51.2% (110 of 216)
having 0-10 years of experience and 48.8% (106 of 216) having 10 or more years of experience.
Here a simple crosstab is run between the years of experience groups and confidence to identify
PTSD (Table 19). Of the 110 clinicians in the 0-10 years of experience group, 64.5% (71) report
“strong” confidence to identify PTSD, and 27.3% (30) report “moderate” confidence. This can
be compared to the 106 clinicians in the 10 or more years of experience group where 84.9% (90)
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indicate “strong” confidence and 13.2% (14) indicate “moderate” confidence to identify PTSD.
Over half of clinicians in both groups report “strong” confidence to identify PTSD, but
confidence increases notable for those with more years of experience.
Responses between these groups becomes even more evenly split in the collapse of
“strong” and “moderate” where adequate confidence is explored (Table 19) as the vast majority
of clinicians in both groups report adequate confidence to identify PTSD regardless of years in
the field. Of those with 0-10 years of experience, 91.8% (101 of 110) indicate adequate
confidence to identify PTSD compared to 98.1% (104 of 106) of those with 10 or more years of
experience.
Table 19
Research Question 1b: Confidence to Identify PTSD by Years of Experience
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0-10

10+

Totals

0-10

years

years

Confidence

Number

Number

Number

Confidence

Likert Scale

(Percent)

(Percent)

(Percent)

Dichotomous

10+ years

Totals

Number

Number

Number

(Percent)

(Percent)

(Percent)

years

Scale
Strong

71

90

161

Strong to

101

104

205

n=161

(64.5%)

(84.9%)

(74.5%)

moderate

(91.8%)

(98.1%)

(94.9%)

30

14

44

(27.3%)

(13.2%)

(20.4%)

6

2

8

9

2

11

(5.5%)

(1.9%)

(3.7%)

(8.2%)

(1.9%)

(5.1%)

1

0

1

(0.9%)

(0.0%)

(0.5%)

2

0

2

(1.8%)

(0.0%)

(0.9%)

Total

110

106

216

110

106

216

n=216

(100.0%)

(100.0%)

(100.0%)

(100.0%)

(100.0%)

Moderate
n=44
Somewhat
n=8
Insufficient
n=1
Not at all
n=2

(Adequate)
Somewhat not at all
(Nonadequate)

Total

(100.0%) n=216

Note. For overall sample (n=216)
Research Question 1c Finding: Training
Research Question 1c: How did this confidence vary based on the highest level of PTSD
training of the clinicians?
To analyze and explore the third sub-question for Research Question 1, the third principal
factor of highest level of PTSD training is explored, and a crosstab is run between the four areas
of training and confidence to identify PTSD (Table 20). For those that indicated formal as their
highest level of PTSD training, 84.2% (133 of 158) reported “strong” confidence to identify
PTSD. This can be compared to the group where informal training in PTSD was the highest level
of training indicated, and only 50.0% (22 of 44) participants indicated “strong” confidence to
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identify PTSD. In the formal group, 13.3% (21 of 158) of participants indicated “moderate”
confidence to identify PTSD compared to the informal highest level of PTSD training group
where 43.2% (19 of 44) of participants indicated “moderate” confidence. Once again, confidence
evens out between the formal and informal groups when “strong” and “moderate” are collapsed
into adequate confidence is explored (Table 21). In the formal group, 97.5% (154 of 158) of
participants reported adequate confidence compared to the informal group where 93.2% (41 of
44) clinicians reported adequate confidence to identify PTSD. Although adequate confidence is
robust in both the formal and informally trained groups, there is a notable increase in “strong”
confidence from the formally trained group.
Table 20
Research Question 1c: Confidence to Identify PTSD by Highest Level of PTSD Training
Formal

Informal

Self-Learning

None

Totals

Confidence

Number

Number

Number

Number

Number

Likert Scale

(Percent)

(Percent)

(Percent)

(Percent)

(Percent)

Strong

133

22

2

2

159

n=159

(84.2%)

(50.0%)

(33.3%)

(40.0%)

(74.6%)

21

19

2

1

43

(13.3%)

(43.2%)

(33.3%)

(20.0%)

(20.2%)

3

3

2

0

8

(1.9%)

(6.8%)

(33.3%)

(0.0%)

(3.8%)

0

0

0

1

1

(0.0%)

(0.0%)

(0.0%)

(20.0%)

(0.5%)

1

0

0

1

2

(0.6%)

(0.0%)

(0.0%)

(20.0%)

(0.9%)

Total

158

44

6

5

213

n=213

(100.0%)

(100.0%)

(100.0%)

(100.0%)

(100.0%)

Moderate
n=43
Somewhat
n=8
Insufficient
n=1
Not at all
n=2

Note. For overall sample (n=213)
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Table 21
Research Question 1c: Confidence to Identify PTSD by Highest Level of PTSD Training
Reported: Adequate / Non-Adequate
Formal

Informal

Self-Learning

None

Totals

Confidence Likert

Number

Number

Number

Number

Number

Scale

(Percent)

(Percent)

(Percent)

(Percent)

(Percent)

154

41

4

3

202

(97.5%)

(93.2%)

(66.6)

(60.0%)

(94.8%)

4

3

2

2

11

(2.5%)

(6.8%)

(33.3%)

(40.0%)

(5.2%)

Total

158

44

6

5

213

n=213

(100.0%)

(100.0%)

(100.0%)

(100.0%)

(100.0%)

Strong to moderate
(Adequate)
Somewhat - not at all
(Non-adequate)

Note. For overall sample (n=213)
Research Question 2
Research Question 2: What was the clinician’s confidence in their ability to clinically
identify Complex PTSD?
First, descriptive statistics were calculated to examine variability across responses.
Simple crosstabs were calculated to examine the association between the principal factors of
primary clinical focus, years of experience, and highest level of Complex PTSD training with the
variable of mental health clinicians’ confidence to identify PTSD. Descriptive statistics were run
to explore additional M-TES questions to support the exploration of Research Question 2. Later,
the more complex analysis of the three paired factors will reviewed with the use of two-by-two
crosstab calculations. This analysis is specific to this survey sample and not necessarily
generalizable to the greater population.
Research Question 2 Findings: Confidence to Identify Complex PTSD
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In the overall group with a total of 215 respondents, over half of clinicians, 60.0% (129),
indicated “strong” confidence and 18.6% (40) indicated “moderate” confidence to identify
Complex PTSD. Only 1.9% (4) from this group indicated no, not at all confident to identify
Complex PTSD (see Table 22). In the same overall group, when collapsing “strong” and
“moderate”, over three quarters, 78.6% (169) of clinicians reported adequate confidence to
identify Complex PTSD, and 21.4% (46) indicated non-adequate confidence (see Table 22). In
this overall group, an over half of the clinicians indicated adequate to “strong” confidence to
identify Complex PTSD.
Table 22
Confidence in Clinical Knowledge to Identify Complex PTSD
Likert Scale

Number (Percent) Dichotomous Scale

Strong

129 (60.0%)

Strong to moderate

Moderate

40 (18.6%)

(Adequate)

Somewhat

29 (13.5%)

Somewhat to not at all

Slightly

13 (6.0%)

(Non-adequate)

No, not at all

4 (1.9%)

Number (Percent)
169
(78.6%)
46
(21.4%)

Note. For overall sample (n=215)
Research Question 2a Findings: Primary vs. Non-Primary Clinical Focus
Research Question 2a: How did this confidence vary based on whether clinicians reported
a primary clinical focus of PTSD and/or Complex PTSD or did not report such a primary focus?
As was done for Research Question 1 for PTSD, a crosstab was run between trauma
clinicians and non-trauma clinicians (those with or without indication of a primary clinical focus
in PTSD and/or Complex PTSD combined) by clinician confidence to identify Complex PTSD.
In the group of 154 trauma clinicians, 72.7% (112) indicated “strong” confidence to identify
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Complex PTSD, and 14.3% (22) indicated “moderate” confidence. This can be compared to the
group of 61 non-trauma clinicians where only 27.9% (17) indicated “strong” confidence to
identify Complex PTSD and 29.5% (18) indicated “moderate” confidence (see Table 23). When
collapsing to look at adequate levels in these two groups 87.0% (134) of trauma clinicians
indicated adequate confidence to identify Complex PTSD while 67.4% (35) of the non-trauma
clinicians indicated the same. This demonstrates a notably greater level of confidence to identify
Complex PTSD in the trauma clinician group compared to the non-trauma clinician group.
Table 23
Research Question 2a: Confidence to Identify Complex PTSD by PTSD/Complex PTSD as
Primary vs. Non-Primary Clinical Focus
Primary

Totals

Number
(Percent)

Number
(Percent)

Strong
17
112
n=129
(27.9%)
(72.7%)
Moderate
18
22
n=40
(29.5%)
(14.3%)
Somewhat
13
16
n=29
(21.3%)
(10.4%)
Insufficient
10
3
n=13
(16.4%)
(1.9%)
Not at all
3
1
n=4
(4.9%)
(0.6%)
Total
61
154
n=215
(100.0%) (100.0%)
Note. For overall sample (n=215)

129
(60.0%)
40
(18.6%)
29
(13.5%)
13
(6.0%)
4
(1.9%)
215
(100.0%)

Confidence
Likert Scale

NonPrimary
Number
(Percent)

NonPrimary
Number
(Percent)

Primary

Totals

Number
(Percent)

Number
(Percent)

35
(57.4%)

134
(87.0%)

169
(78.6%)

Somewhat not at all
(Nonadequate)

26
(42.6%)

20
(12.9%)

46
(21.4%)

Total
n=215

61
(100.0%)

154
(100.0%)

215
(100.0%)

Confidence
Dichotomous
Scale
Strong to
moderate
(Adequate)

Research Question 2b Findings: Years of Experience
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Research Question 2b: How did this confidence vary based on the years of experience of
the clinicians?
For this second principal factor, once again, years of experience in this sample of
clinicians is nearly evenly split, with 51.2% (110 of 216) having 0-10 years of experience and
48.8% (105 of 216) having 10 or more years of experience. In this section a simple crosstab is
run between the years of experience groups and confidence to identify Complex PTSD (Table
24). Of the 110 clinicians in the 0-10 years of experience group, 51.8% (57) report “strong”
confidence to identify Complex PTSD, and 20% (22) report “moderate” confidence. This can be
compared to the 105 clinicians in the 10 or more years of experience group where 68.6% (72)
indicate “strong” confidence and 17.1% (18) indicate “moderate” confidence to identify
Complex PTSD. In both groups, over half of clinicians do report “strong” confidence, and
confidence increases with more years of experience. When collapsing “strong” and “moderate”
responses, it’s found that the majority of clinicians report adequate confidence to identify
Complex PTSD from both groups, with increased confidence coming from those with more years
of experience. Of those with 0-10 years of experience, 71.8% (79) indicate adequate confidence
to identify Complex PTSD compared to 85.7% (90) of those with 10 or more years of
experience.
Table 24
Research Question 2b: Confidence to Identify Complex PTSD by Years of Experience
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0-10

10+

Totals

0-10

years

years

Confidence

Number

Number

Number

Confidence

Likert Scale

(Percent)

(Percent)

(Percent)

Dichotomous

10+ years

Totals

Number

Number

Number

(Percent)

(Percent)

(Percent)

years

Scale
Strong

57

72

129

Strong to

79

90

169

n=129

(51.8%)

(68.6%)

(60.0%)

moderate

(71.8%)

(85.7%)

(78.6%)

22

18

40

(20.0%)

(17.1%)

(18.6%)

18

11

29

31

15

46

(16.4%)

(10.5%)

(13.5%)

(28.2%)

(14.3%)

(21.4%)

11

2

13

(10.0%)

(1.9%)

(6.0%)

2

2

4

(1.8%)

(1.9%)

(1.9%)

Total

110

105

215

110

105

215

n=215

(100.0%)

(100.0%)

(100.0%)

(100.0%)

(100.0%)

Moderate
n=40
Somewhat
n=29
Insufficient
n=13
Not at all
n=4

(Adequate)
Somewhat not at all
(Nonadequate)

Total

(100.0%) n=215

Note. For overall sample (n=215)
Research Question 2c Findings: Training
Research Question 2c: How did this confidence vary based on the highest level of
Complex PTSD training of the clinicians?
Next, a simple crosstab is calculated for clinician confidence to identify Complex PTSD
by the highest level of Complex PTSD training factor, including the following four training
categories: formal, informal, self-learning and none (see Table 25). Clinicians with formal
training in Complex PTSD endorse 81.1% (86 of 106) “strong” confidence and 13.2% (14 of
106) “moderate” levels of confidence to identify Complex PTSD. Of clinicians who report
having informal training in Complex PTSD as their highest level, 53.4% (31 of 58) report
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“strong” confidence to identify Complex PTSD and 22.4% (13 of 58) indicate “moderate”
confidence to identifying Complex PTSD. When collapsing “strong” and “moderate”, those with
formal Complex PTSD training indicate 94.3% (98 of 106) adequate confidence whereas those
with informal training as their highest-level, only 75.8% (44 of 58) indicate adequate confidence
(see Table 26).
Formal and informal training are the primary considerations from this data in this
Volume I M-TES report, yet it is interesting to note some additional information presented in the
category where self-learning is the highest level of Complex PTSD training. For those who
indicated self-learning as their highest level of Complex PTSD training, 34.6% (9 of 26) still
reported “strong” confidence and 26.9% (7 of 26) indicated “moderate” confidence to identify
Complex PTSD. Despite how new the official Complex PTSD diagnostic criterion is, this small
group of clinicians who have not engaged in formal or informal Complex PTSD training have
been able to acquire the training necessary, per their own self-learning, to self-report “strong”
and “moderate” confidence to identify Complex PTSD.
Table 25
Research Question 2c: Confidence to Identify Complex PTSD by Highest Level of Complex
PTSD Training Reported
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Formal

Informal

Self-Learning

None

Totals

Confidence

Number

Number

Number

Number

Number

Likert Scale

(Percent)

(Percent)

(Percent)

(Percent)

(Percent)

Strong

107

19

0

1

127

n=127

(67.7%)

(44.2%)

(0.0%)

(20.0%)

(74.6%)

25

10

3

1

39

(15.8%)

(23.3%)

(50.0%)

(20.0%)

(20.2%)

17

10

1

1

29

(10.8%)

(23.3%)

(16.7%)

(20.0%)

(3.8%)

8

3

1

1

13

(5.1%)

(7.0%)

(16.7%)

(20.0%)

(0.5%)

1

1

1

1

4

(0.6%)

(2.3%)

(16.7%)

(20.0%)

(0.9%)

Total

158

43

6

5

212

n=212

(100.0%)

(100.0%)

(100.0%)

(100.0%)

(100.0%)

Moderate
n=39
Somewhat
n=29
Insufficient
n=13
Not at all
n=4

Note. For overall sample (n=212)
Table 26
Research Question 2c: Confidence to Identify Complex PTSD by Highest Level of Complex
PTSD Training Reported: Adequate / Non-Adequate
Formal

Informal

Self-Learning

None

Totals

Confidence Likert

Number

Number

Number

Number

Number

Scale

(Percent)

(Percent)

(Percent)

(Percent)

(Percent)

132

29

3

2

166

(83.5%)

(67.5)

(50.0%)

(25.0%)

(94.8)

26

14

3

3

46

(16.5%)

(32.6%)

(50.1%)

(60.0%)

(5.2%)

Total

158

43

6

5

212

n=212

(100.0%)

(100.0%)

(100.0%)

(100.0%)

(100.0%)

Strong to moderate
(Adequate)
Somewhat - not at all
(Non-adequate)

Note. For overall sample (n=212)
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Additional Survey Questions to Support Research Question 2 Findings
Clinicians were asked to rate their levels of familiarity of a Complex PTSD diagnosis
with two different diagnostic conceptualizations for Complex PTSD. Participants responded on a
Likert scale from very familiar to not at all familiar for diagnostic criteria published by wellknown trauma author, Judith Herman in her book Trauma and Recovery (1997, p.121), and the
World Health Organization’s ICD-11 (2019). Table 27shows that of 217 respondents, 28.1%
(61) are “very familiar” and 21.2% (46) are “moderately familiar” with Judith Herman’s
Complex PTSD diagnostic criteria. For the WHO ICD-11 Complex PTSD criteria, 13.8% (30 of
216) are “very familiar” and 28.1% (61 of 216) are “moderately familiar”. These responses
indicate that less than half of participants report to be “moderate” to “very familiar” with either
common criterion for Complex PTSD with 49.3% (107) of Judith Herman and 42.1% (91) of the
WHO criteria of Complex PTSD. 29.0% (63) participants are “not at all familiar” with Judith
Herman’s diagnostic criteria and if responses are combined, 59.6% (110 of 217) are “somewhat”
to “not at all familiar” with this diagnostic criterion. Similarly, 20.7% (45 of 216) are “not at all
familiar” with the WHO, ICD-11 criteria for Complex PTSD, and with responses combined,
57.8% (125 of 216) are “somewhat” to “not at all familiar” with this Complex PTSD diagnosis.
Table 27
Complex PTSD Diagnosis Familiarity
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Diagnosis familiarity of

Judith Herman

WHO, ICD-11

n-217

n=216

Number (Percent)

Number (Percent)

Very familiar

61 (28.1%)

30 (13.9%)

Moderately familiar

46 (21.2%)

61 (28.2%)

Somewhat familiar

27 (21.4%)

45 (20.8%)

Slightly familiar

20 (9.2%)

35 (16.2%)

Not at all familiar

63 (29.0%)

45 (20.8%)

Complex PTSD
Familiarity confidence rating

Research Questions 1 and 2: Combined Findings
In this section, the aim is to synthesize and review clinician responses as they relate to the
clinical identification of both PTSD and Complex PTSD by comparing responses from tables in
Research Question 1 with tables in Research Question 2.
Confidence to Identify PTSD and Complex PTSD: Research Question 1 and 2
Research Question 1 and 2 first start by looking at participant confidence in their ability
to clinically identify PTSD and Complex PTSD from a general perspective (see Table 28). When
responses are compared, it seems that the majority of clinicians in this study do report “strong”
confidence to identify both PTSD and Complex PTSD with 74.5% (161 of 216) for PTSD and
60.0% (129 of 215) Complex PTSD. Participant confidence to identify PTSD remains slightly
higher than for Complex PTSD when we look at the “moderate” responses with 20.4% (44 of
216) for PTSD and 18.6% (40 of 215) for Complex PTSD. In collapsing “strong” and
“moderate”, greater endorsement in confidence to identify PTSD compared to Complex PTSD
continues with adequate confidence ratings (See Table 28). Adequate confidence to identify
PTSD is shown at 94.9% (205 of 216) while adequate confidence to identify Complex PTSD is
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down to 78.6% (169 of 215). Only 5.1% (11) indicated non-adequate confidence to identify
PTSD and 21.4% (46) non-adequate confidence to identify Complex PTSD.
Table 28
Confidence in Clinical Knowledge to Identify PTSD by Complex PTSD
PTSD &
Complex
PTSD
Confidence
to identify
Likert scale
Strong
Moderate
Somewhat
Slightly
No, not at all

PTSD
n=216
Number
(Percent)

Complex
PTSD
n=215
Number
(Percent)

161
(74.5%)
44
(20.4%)
8
(3.7%)
1
(0.5%)
2
(0.9%)

129
(60.0%)
40
(18.6%)
29
(13.5%)
13
(6.0%)
4
(1.9%)

PTSD &
Complex
PTSD
Confidence
to identify
dichotomous
scale
Strong to
moderate
(Adequate)
Somewhat to
not at all
(Nonadequate)

PTSD
n=216
Number
(Percent)

Complex
PTSD
n=215
Number
(Percent)

205
(94.9%)

169
(78.6%)

11
(5.1%)

46
(21.4%)

Next, a comparison of the simple crosstabs from RQ1a and RQ1b of confidence to
identify PTSD and Complex PTSD by primary vs. non-primary clinical focus is reviewed. Table
29 shows that in the trauma clinician group, the majority of participants, 85.8% (133 of 155) for
PTSD and 72.7% (112 of 154) for Complex PTSD report “strong” confidence to identify these
diagnoses. In this same trauma clinician group, 12.3% (19 of 155) of participants indicated
“moderate” confidence to identify PTSD and 14.3% (22 of 154) to identify Complex PTSD.
Condensing “strong” and “moderate” for adequate confidence in the trauma clinician group
shows 98.1% (152 of 155) for PTSD and 87.0% (134 of 154) for Complex PTSD.
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In the group of non-trauma clinicians, 45.9% (28 of 61) still report “strong” confidence
to identify PTSD where only 27.9% (17 of 61) report “strong” confidence to clinically identify
Complex PTSD. Similarly, in this same non-trauma clinician group only 41.0% (25 of 61)
indicated “moderate” confidence to identify PTSD while 29.5% (25 of 61) indicated “moderate”
confidence to identify Complex PTSD. Adequate confidence in the non-trauma clinician group is
indicated at 86.9% (53 of 61) for PTSD and only 57.4% (35 of 61) for Complex PTSD.
Table 29
Research Question 1a and Research Question 2a Combined: Confidence to Identify PTSD and
Complex PTSD by PTSD/Complex PTSD as Primary vs. Non-Primary Clinical Focus
Primary / Nonprimary
Confidence Likert Scale
Strong

Moderate

Somewhat

Insufficient

Not at all

Total

PTSD
n=161
CPTSD
n=129
PTSD
n=44
CPTSD
n=40
PTSD
n=8
CPTSD
n=29
PTSD
n=1
CPTSD
n=13
PTSD
n=2
CPTSD
n=4
PTSD
n=216
CPTSD
n=215

Non-Primary

Primary

Totals

Number
(Percent)
28
(45.9%)
17
(27.9%)
25
(41.0%)
18
(29.5%)
6
(9.8%)
13
(21.3%)
1
(1.6%)
10
(16.4%)
1
(1.6%)
3
(4.9%)
61
(100.0%)
61
(100.0%)

Number
(Percent)
133
(85.8%)
112
(72.7%)
19
(12.3%)
22
(14.3%)
2
(1.3%)
16
(10.4%)
0
(0.0%)
3
(1.9%)
1
(0.6%)
1
(0.6%)
155
(100.0%)
154
(100.0%)

Number (Percent)
161
(74.5%)
129
(60.0%)
44
(20.4%)
40
(18.6%)
8
(3.7%)
29
(13.5%)
1
(0.5%)
13
(6.0%)
2
(0.9%)
4
(1.9%)
216
(100.0%)
215
(100.0%)
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This next section compares responses from the crosstab tables in RQ1b and RQ2b
addressing years of experience and confidence to identify PTSD and Complex PTSD (see Table
30). In the groups of clinicians who have 10 or fewer years of experience, “strong” confidence to
identify PTSD was rated 64.5% (71 of 110) compared to 51.8% (57 of 110) “strong” confidence
to identify Complex PTSD. In these same 10 or fewer years of experience groups, 27.3% (30 of
110) indicated “moderate” confidence to identify PTSD and 20.0% (22 of 110) for Complex
PTSD.
Confidence increases in both groups of clinicians with 10 or more years of experience
who reported “strong” confidence for PTSD at 84.9% (90 of 106) and 68.6% (72 of 105) for
Complex PTSD. In these same groups, “moderate” confidence was indicated at 13.2% (14 of
106) for PTSD and 17.1% (18 of 105) for Complex PTSD.
Table 30
Research Question 1b and Research Question 2b Combined: Confidence to Identify PTSD and
Complex PTSD by Years of Experience
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Years of
experience
Confidence Likert Scale
Strong

PTSD n=161
CPTSD n=129

Moderate

PTSD n=44
CPTSD n=40

Somewhat

PTSD n=8
CPTSD n=29

Insufficient

PTSD n=1
CPTSD n=13

Not at all

PTSD n=2
CPTSD n=4

Total

PTSD n=216
CPTSD n=215

0-10 years

10+ years

Totals

Number
(Percent)

Number
(Percent)

Number (Percent)

71
(64.5%)
57
(51.8%)

90
(84.9%)
72
(68.6%)

161
(74.5%)
129
(60.0%)

30
(27.3%)
22
(20.0%)

14
(13.2%)
18
(17.1%)

44
(20.4%)
40
(18.6%)

6
(5.5%)
18
(16.4%)

2
(1.9%)
11
(10.5%)

8
(3.7%)
29
(13.5%)

1
(0.9%)
11
(10.0%)

0
(0.0%)
2
(1.9%)

1
(0.5%)
13
(6.0%)

2
(1.8%)
2
(1.8%)

0
(0.0%)
2
(1.9%)

2
(0.9%)
4
(1.9%)

110
(100.0%)
110
(100.0%)

106
(100.0%)
105
(100.0%)

216
(100.0%)
215
(100.0%)

Next, participant responses of confidence to identify PTSD and Complex PTSD are
reviewed with the condensing of “strong” and “moderate” into the variables of adequate
confidence vs. non-adequate confidence (see Table 31). These responses show an overwhelming
majority of adequate confidence from both the 0-10 years and 10 or more years of experience
groups. Those with 10 of fewer years of experience reported adequate confidence at 91.8% (101
of 110) for PTSD and 71.8% (79 of 110) for Complex PTSD compared to those with 10 or more
years of experience who indicated 98.1% (104 of 106) adequate confidence to identify PTSD
and 85.7% (90 of 105) for adequate confidence to identify Complex PTSD. Non-adequate
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confidence from clinicians with 10 or fewer years of experience was only rated at 8.2% (9 of
110) for PTSD and at 28.2% (31 of 110) for Complex PTSD, compared to those with 10 or more
years of experience where non-adequate confidence is rated at 1.9% (2 of 106) for PTSD and
14.3% (15 of 105) for Complex PTSD.
Table 31
Research Question 1b and Research Question 2b Combined: Confidence to Identify PTSD and
Complex PTSD by Years of Experience (Adequate and Non-Adequate)
Years of

0-10

10+

experience

years

years

Confidence

Number

Number

Number

Dichotomous scale

(Percent)

(Percent)

(Percent)

101

104

205

(91.8%)

(98.1%)

(94.9%)

79

90

169

(71.8%)

(85.7%)

(78.6%)

9

2

11

(8.2%)

(1.9%)

(5.1%)

31

15

46

(28.2%)

(14.3%)

(21.4%)

110

106

216

(100.0%)

(100.0%)

(100.0%)

110

105

215

(100.0%)

(100.0%)

(100.0%)

Strong to moderate

PTSD n=205

(Adequate)
CPTSD n=169

Somewhat to not at all

PTSD n=11

(Non-adequate)
CPTSD n=46

Total

PTSD n=216
CPTSD n=215

Totals

Next, clinician confidence to identify PTSD and Complex PTSD by indication of the
highest level of PTSD and Complex PTSD training are compared (see Table 32). First, formal
highest level of training is compared between PTSD and Complex PTSD. For those who
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indicated formal PTSD training, 84.2% (133 of 158) indicated “strong” confidence to identify
PTSD and for those with formal Complex PTSD training, 81.1% (86 of 106) indicated “strong”
confidence to identify Complex PTSD. From these same formally trained groups, 13.3% (21 of
158) indicated “moderate” confidence to identify PTSD and 13.2% (14 of 106) indicated
“moderate” confidence to identify Complex PTSD. Condensing “strong” and “moderate” to
review adequate confidence in the formally trained groups is indicated at 97.5% (134 of 158) to
identify PTSD and 94.3% (100 of 106) to identify Complex PTSD. In the formally trained
groups non-adequate confidence was indicated at 2.5% (4 of 158) for PTSD and 11.4% (6 of
106) for Complex PTSD.
For those who indicated informal as their highest level of PTSD training, 50.0% (22 of
44) still indicated “strong” confidence and 43.2% (19 of 44) indicated “moderate” confidence to
identify PTSD. For those who indicated informal as their highest level of Complex PTSD
training, 53.4% (31 of 58) indicated “strong” confidence and 22.4% (13 of 58) indicated
“moderate” confidence to identify Complex PTSD. For this informal highest level of PTSD
training group, 93.2% (41 of 44) still indicated adequate confidence to identify PTSD and 75.8%
(44 of 58) adequate confidence to identify Complex PTSD. In these same groups of informal
highest level of PTSD and Complex PTSD training, 6.8% (3 of 44) indicated non-adequate
confidence to identify PTSD and 24.3% (14 of 58) non-adequate confidence to identify Complex
PTSD.
Table 32
Research Question 1c and Research Question 2c Combined: Confidence to Identify PTSD and
Complex PTSD by Highest Level of PTSD and Complex PTSD Training
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Highest
Level
Training
Confidence
Likert Scale

Formal

Informal

SelfLearning

None

Totals

Number
(Percent)

Number
(Percent)

Number
(Percent)

Number
(Percent)

Number
(Percent)

Strong

PTSD
n=159
CPTSD
n=127

133
(84.2%)
86
(81.1%)

22
(50.0%)
31
(53.4%)

2
(33.3%)
9
(34.6%)

2
(40.0%)
1
(5.0%)

159
(74.6%)
127
(60.5%)

Moderate

PTSD
n=43
CPTSD
n= 38
PTSD
n=8
CPTSD
n= 28
PTSD
n=1
CPTSD
n= 13
PTSD
n=2
CPTSD
n= 4
PTSD
n=213
CPTSD
n= 210

21
(13.3%)
14
(13.2%)
3
(1.9%)
4
(3.8%)
0
(0.0%)
2
(1.9%)
1
(0.6%)
0
(0.00%)
158
(100.0%)
106
(100.0%)

19
(43.2%)
13
(22.4%)
3
(6.8%)
11
(19.0%)
0
(0.0%)
3
(5.2%)
0
(0.0%)
0
(0.00%)
44
(100.0%)
58
(100.0%)

2
(33.3%)
7
(26.9%)
2
(33.3%)
6
(23.1%)
0
(0.0%)
2
(7.7%)
0
(0.0%)
2
(7.7%)
6
(100.0%)
26
(100.0%)

1
(20.0%)
4
(20.0%)
0
(0.0%)
7
(35.0%)
1
(20.0%)
6
(30.0%)
1
(20.0%)
2
(10.0%)
5
(100.0%)
20
(100.0%)

43
(20.2%)
38
(18.1%)
8
(3.8%)
28
(13.3%)
1
(0.5%)
13
(6.2%)
2
(0.9%)
4
(1.9%)
213
(100.0%)
210
(100.0%)

Somewhat

Insufficient

Not at all

Total

Research Question 1 and 2 Part II: Findings of the Three Paired Crosstabs of the Three
Principal Factors:
To further analyze and explore Research Question 1 and 2, additional steps were taken to
consider the three principal factors across three paired complex crosstab calculations. The three
principal factors are the same as utilized above but now were considered together across three
paired analyses, all measuring confidence to identify PTSD or Complex PTSD. This resulted in
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two sets of three complex crosstab analyses, one for PTSD and one for Complex PTSD. Each of
the sets of the complex crosstabs included the following three pairings: years of experience by
primary clinical focus; highest level of PTSD/Complex PTSD training by primary clinical focus;
and highest level of PTSD/Complex PTSD training by years of experience by confidence to
identify first PTSD and then Complex PTSD. By employing the three paired two-by-two
crosstabs across the three principal factors of interest, the researcher was able to consider the
multiple factors together. After consultation with committee advisors, the three paired
comparisons were elected instead of all three factors simultaneously due to small overall sample
size and insufficient final cell membership.
Because of the complexity of these crosstabs, a different method of analysis had to be
deployed utilizing an expected count versus actual count system. This system is explained briefly
in Chapter 3 and expanded in Appendix D for the interested reader. This method allowed the
researcher to pinpoint differences and stronger and weaker relationships between the different
factors and the clinicians strength of confidence to identity PTSD and Complex PTSD. Such a
method controlled for artifacts and confounding factors associated with different proportions of
clinicians within each paired cell membership. As described in Appendix D, such a method is a
precursor, non-inferential approach that does not attempt to generalize the findings below to the
general mental health clinician population through some p value inferential system. However, in
view with the general approach of Volume I, the findings still might prove helpful for future
research in this area. But the findings should be interpreted with the utmost caution.
It is also important to point out that this next section utilizes more interpretation of the
findings compared to the more factual data presentation above that is more common in a findings
chapter. This was decided given the complexity of the crosstabs where the reader might need
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additional assistance on how to interpret the findings. Chapter Five therefore, focuses more on
the discussion and overall conclusions for the corresponding section.

Research Question 1: Part II
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Years of Experience by Primary Clinical Focus
Table 33
RQ1 Complex Table 1: Confidence to Identify PTSD by Years of Experience by Primary Clinical
Focus

10+ years of
experience

0-10 years
of
experience

Confidence Strong
to identify
PTSD
Increase /
Decrease
Totals
Moderate
Increase /
Decrease
Totals

Confidence Strong
to identify
PTSD
Increase /
Decrease
Totals
Moderate
Increase /
Decrease
Totals

Non-primary
(actual/expected)1
17 / 22.9

Primary
(actual/expected)
73 / 67.1

Totals

-25.76%

8.79%

16.0%
8 / 3.6
122.22%

68.9%
6 / 10.4
-42.30%

84.9%
14

7.5%

13.2%
98.1%

11 / 21.9

5.7%
Strong & Moderate:
Grand total
Somewhat - not at
all: Remaining total
60 / 49.1

-49.77%

22.19%

10.0%
17 / 9.3
82.79%

54.5%
13 / 20.7
-37.19%

64.5%
30

15.5%

11.8%
Strong & Moderate:
Grand total
Somewhat - not at
all: Remaining total

27.3%
91.8%

90

1.9%
71

8.2%

Note. For overall sample (n=216)
1

Actual/expected counts see Appendix D for details of this system

2

Focus on strong and moderate only. Somewhat to not at all not included so percent total of somewhat to

not at all included in far right so reader understand the missing data from the overall crosstab.
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In reviewing the crosstab table (Table 33) years of experience by working primarily in
trauma, the relationship of not working in trauma to confidence in identifying PTSD is further
illustrated in the context of the interacting factors. Not working primarily in trauma appears to
have a strong association with less confidence in identifying PTSD. For both the more
experienced clinicians and the less experienced, not working primarily in trauma has a large
comparative change from expected to actual counts. For example, the subgroup of trauma
clinicians with 10 or more years of experience enjoys a 7.9% increase from their expected count
while the matched subgroup of clinicians with 10 or more years of experience who are not
working primarily in trauma show a 25.76% decrease from the expected count representing a
threefold change in magnitude alone. But this trend appears further influenced by the interaction
of years of experience and whether clinicians work primarily in trauma or not. This interaction
appears to be associated with a decrease in their confidence to identify PTSD compared to the
expected level based on an expected proportional distribution across the cells (Appendix D).
Indeed, the 25.76% decrease found among the 10 or more years of experience group of clinicians
is amplified to a 49.77% decrease in expected counts. This represents an increase of 93.2% when
comparing this metric from 10 or more years of experience to 10 or fewer years of experience.
Thus, while working primarily in trauma and years of experience both contribute to ones
increase or decrease in confidence, it appears even more the case that not working in trauma
clinically has a greater attenuating association on the sample’s confidence in identifying PTSD
and this is further exacerbated when combined with having less experience.
It is important to point out that this section of crosstab comparisons focuses on the
change from actual and expected counts which acts as a rudimentary metric of effect size outside
of the inferential process which is not being utilized for this Volume I report due to small cell
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membership issues, stemming from an overall small sample for such nuanced and complex
crosstab analyses. The reader is cautioned to the extent one can generalize these findings to other
clinicians outside of the sample. However, gauging some metric of the effect size differences
might prove helpful in future follow-up research in this area as these patterns might be replicated
with a similarly experienced and trained clinical sample.
Repeating the same method of analysis for the combined factors of the highest level of
PTSD training with working primarily in the trauma field clinically showed a similar pattern (see
Table 34 below). For the current sample of clinicians, as shown above, not working primarily in
trauma clearly has a strong association with less confidence in identifying PTSD. But based on
our sample this is substantially related to access to formal training, especially for those who are
not working in the trauma area.
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Highest Level of PTSD Training by Primary Clinical Focus
Table 34
RQ1 Complex Table 2: Confidence to Identify PTSD by Highest Level of PTSD Training by
Primary Clinical Focus

Formal
PTSD
Training

Informal
PTSD
Training

Confidence Strong
to identify
PTSD
Increase /
Decrease
Totals
Moderate
Increase /
Decrease
Totals

Confidence Strong
to identify
PTSD
Increase /
Decrease
Totals
Moderate
Increase /
Decrease
Totals

Non-primary
(actual/expected)1
20 / 27.8

Primary
(actual/expected)
113 / 105.2

Totals

-28.05%

7.41%

12.7%
11 / 4.4
150%

71.5%
10 / 16.6
-39.75%

84.2%
21

7.0%

13.3%
97.5%

5/9

6.3%
Strong & Moderate:
Grand total
Somewhat - not at
all: Remaining total
17 / 13

-44.44%

30.76%

11.4%

38.6%

50.0%

11 / 7.8
41.02%

8 / 11.2
-28.57%

19

25.0%

18.2%
Strong & Moderate:
Grand total
Somewhat - not at
all: Remaining total

43.2%
93.2%

133

2.2%2
22

6.8%2

Note. For overall sample (n=213)
1

Actual/expected counts see Appendix D for details of this system

2

Focus on strong and moderate only. Somewhat to not at all not included so percent total of somewhat to

not at all included in far right so reader understand the missing data from the overall crosstab
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Formal training for clinicians working outside of trauma showed a 28.06% decrease
compared to their expected counts based on proportionate distribution. As we saw with years of
experience (-49.77%), this relationship was also stronger with a larger decrease of 44.44% of
expected count levels when the interaction of informal training and not working primarily in
trauma was considered although this second metric was based on a much smaller cell
membership compared to the cell membership of the 28.06% decrease discussed above (cell
sample sizes of 20/27.8 versus 5/8 respectively).
Thus, when considering the results of the two above crosstabs together (years of
experience by primary and highest training level by primary), the two results with the highest
magnitude of difference across both tables of crosstabs (-49.77% and -44.44%) were found in the
lower groups of experience (0-10 years) and informal training coupled with not working
primarily with trauma clients. Indeed, as we saw with the crosstab above that incorporated years
of experience and working primarily with trauma, while working primarily in trauma and highest
level of PTSD training both contribute to ones increased confidence, it appears even more the
case that not working in trauma clinically, has a greater association on the sample’s confidence
in identifying PTSD and this factor is further exacerbated as we add the factors of highest level
of PTSD training or years of experience. However, as noted above these results are based on
very small samples for these two specific cells so additional caution is warranted as this pattern
might not continue to emerge for a similarly matched new group of clinicians nor is the current
study attempting to infer to another group of clinicians in the general mental health clinician
population.
To complete the analysis of the interactions of the three different factors when rating their
confidence level to identify PTSD through three paired crosstab comparisons (more complex
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analyses will be conducted in additional volumes of the M-TES), the researcher then repeated the
same method of analysis as above but now compared the relationship of confidence to identify
PTSD by years of experience and highest level of PTSD training outside the context of working
primarily in trauma or not. While combining the influences of all three factors at the same time is
a goal, such an approach was deferred due to the extremely small cell membership this would
result in. Such an approach will likely only be possible with a much larger initial sample size and
greater membership in the cells that have the clinicians who work outside trauma as part of their
clinical practice as this group made up only 28.1% (61 of 217) of the overall sample. By
completing all three paired crosstab comparisons for the three factors, this helped determine
which factors were associated more with the different confidence ratings in the context of how
the results compared to the expected distribution based on proportions of clinicians in each
subsample.
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Highest level of PTSD training by Years of Experience
Table 35
RQ1 Complex Table 3: Confidence to Identify PTSD by Highest Level of PTSD Training by
Years of Experience

Formal
PTSD
Training

Informal
PTSD
Training

Confidence Strong
to identify
PTSD
Increase /
Decrease
Totals
Moderate
Increase /
Decrease
Totals

Confidence Strong
to identify
PTSD
Increase /
Decrease
Totals
Moderate
Increase /
Decrease
Totals

0-10 Years
(actual/expected)1
51 / 58.9

10+ years
(actual/expected)
82 / 74.1

-13.41%

10.66%

32.3%
15 / 9.3
61.29%

51.9%
6 / 11.7
-48.71%

9.5%

18 / 15.5

3.8%
Strong & Moderate:
Grand total
Somewhat - not at all:
Remaining total
4 / 6.5

+16.12%

-38.46%

40.9%
11 / 13.4
-17.91%

9.1%
8 / 5.6
42.85%

25.0%

18.2%
Strong & Moderate:
Grand total
Somewhat - not at all:
Remaining total

Note. For overall sample (n=213)
1

Actual/expected counts see Appendix D for details of this system

2

Focus on strong and moderate only. Somewhat to not at all not included so percent total of somewhat to

not at all included in far right so reader understand the missing data from the overall crosstab.

Totals
133

84.2%
21
13.3%
97.5%
2.5%2
22

50.0%
19
43.2%
93.2%
6.8%2
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Comparing the relationship on confidence to identify PTSD across years of experience
and highest level of PTSD training outside the context of working primarily in trauma or not
revealed some interesting findings. Focusing initially on the crosstab cells that had the largest
differences from their actual to their expected counts across all the “strong” confidence ratings,
revealed that the clinicians that had more than 10 years of experience and informal as their
highest level of PTSD training showed a decrease in the number of clinicians below expectations
of 38.46% albeit based on a small cell membership group. In fact, all the other “strong”
confidence cell membership differences between expected and actual counts ranged from
difference rates of +/- 10.66% and 16.12% (see Table 35).
Indeed, for this crosstab analysis the larger differences in actual versus expected counts
stemmed from the “moderate” confidence ratings. Formally trained clinicians with 10 or fewer
years of experience far exceeded the expected counts (based on frequency based proportional
distribution) with an increase of 61.29%. Factoring in this groups slight decrease of 13.41% for
the subgroup that reported “strong” confidence to identify PTSD. This might suggest a
decreasing tendency in confidence for the formally trained but less experienced clinicians
compared to expected cell count membership based on proportional frequency distribution.
Interestingly, a similar pattern emerges for the 10 or more years of experience clinicians
with informal training. As we saw above, this group also shows a decrease in the “strong”
confidence counts and an increase in the “moderate” confidence counts also suggesting that this
group’s confidence to identify might remain adequate but might have attenuated with respect to
a “strong” confidence to identify. However, this is likely not the case when we factor in the
modest increase in actual counts for the 10 or more years of experience and formally trained in
the “strong” confidence category. Indeed, while this subgroup has only an increase of 10.66%,
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we must also factor in that this subgroup has so many clinicians in both expected and actual
counts. There are eight more clinicians than expected. The 10.66% is a modest increase because
the denominator is so large to begin with. Taken as a whole, this crosstab supports the notion that
both formal training and more experience both contribute to having stronger confidence in
identifying PTSD.
Summary: Three paired crosstab findings for PTSD Research Question 1, Part II
Perhaps most helpful in unpacking the initial crosstab data found in Table 35 is to
consider the association of years of experience. While training level does seem to have a
relationship, based on the aggregated findings across the first three crosstab calculations, formal
training does not seem to have the largest relationship with the clinicians’ confidence to identify
PTSD. This appears to come more from years of experience and mainly from working primarily
in trauma. Indeed, as demonstrated in Table 34, formal training among those that did not work
primarily in trauma did not increase the expected count for that subgroup. Only when formal
training was combined with working primarily in trauma did the actual counts increase above the
expected counts. Thus, it would appear that clinicians who work in trauma have the strongest
association with more confidence to identify PTSD followed by years of experience regardless of
the clinician’s specialty. Implications for these findings are discussed in chapter 5.
Research Question 2: Part II
Research Question 2
To address how the same three principal factors (primary clinical focus in trauma, years
of experience, and highest level of Complex PTSD training) were associated with the clinicians’
confidence to identify Complex PTSD as articulated in Research Question 2, the same three
paired crosstab method is used to help address this issue in Research Question 2. But instead of
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looking at the survey question that asked the clinicians to rate their confidence level to identify
PTSD, these set of analyses of the crosstabs were formed based on how the clinicians rated their
confidence to identify Complex PTSD.
Years of Experience by Primary Clinical Focus
Table 36
RQ2 Complex Table 1: Confidence to Identify Complex PTSD by Years of Experience by
Primary Clinical Focus

10+ years of
experience

Confidence to
identify
CPTSD

Strong

Increase /
Decrease
Totals
Moderate
Increase /
Decrease
Totals

0-10 years of
experience

Confidence to
identify
CPTSD

Note. For overall sample (n=215)

Non-primary
(actual/expected)1
11 / 18.5

Primary
(actual/expected)
61 / 53.5

Totals
72

-40.54%

14.01%

10.5%
9 / 4.6
95.65%

58.1%
9 / 13.4
-32.83%

68.6%
18

7.5%

13.2%
81.8%

Strong

6 / 17.6

5.7%
Strong & Moderate:
Grand total
Somewhat - not at
all: Remaining total
51 / 39.4

Increase /
Decrease
Totals
Moderate
Increase /
Decrease
Totals

-65.90%

29.44%

5.5%
9 / 6.8
32.35%

46.4%
13 / 15.2
-14.47%

51.8%
22

8.2%

11.8%
Strong & Moderate:
Grand total
Somewhat - not at
all: Remaining total

20.0%
71.8%

18.2%2
57

28.2%2
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1

Actual/expected counts see Appendix D for details of this system

2

Focus on strong and moderate only. Somewhat to not at all not included so percent total of somewhat to not at all

included in far right so reader understand the missing data from the overall crosstab.

Adhering to the same order of crosstab analysis as used for PTSD, the crosstab for years
of experience by working primarily in trauma was revisited for their confidence to identify
Complex PTSD. As with PTSD, the crosstabs found in Table 36 shows a similar but perhaps
more robust pattern for Complex PTSD compared to the sister table of crosstab for PTSD. For
both PTSD and Complex PTSD, the two largest change metrics were determined for the
clinicians not working primarily in trauma and with 10 or more years of experience and the
clinicians not primarily in trauma but with under 10 years of experience. However, for Complex
PTSD, the magnitudes were considerably higher with a decrease of 40.54% and 65.9%
respectively for the 10 or more year and under 10-year subgroups of clinicians that did not work
primarily in trauma. This compared to the PTSD rates of decrease of -25.76% and -49.77% for
the same subgroups found in Table 33 above. As was observed for PTSD, more clinicians
working in trauma reported a “strong” confidence to identify Complex PTSD compared to the
expected count based on the proportion of clinicians working in trauma and reporting “strong”
confidence to identify Complex PTSD. This pattern was twice as likely (29.44% versus 14.1%)
for the less experienced suggesting an additional interaction between the factors of working
primarily in trauma and whether the clinicians had more or less than 10 years of clinical
experience. Most concerning, however, was the decrease of 65.9% from expected numbers of
clinicians that reported “strong” confidence to identify Complex PTSD if they had under 10
years of experience. Indeed, of the 110 clinicians in the current sample who had under 10 years
of experience in a mental health field, 57 of them reported a “strong” level of confidence to
identify Complex PTSD (Appendix F). Of these 57 clinicians, only 6 did not work primarily in
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trauma meaning 51 of the 57 that reported a “strong” level of confidence to identify Complex
PTSD worked in the trauma field. Moreover, these same 6 non-trauma focused clinicians were
the only ones out of 34 clinicians in the sample that had less than 10 years of experience and did
not work primarily in trauma. In contrast, of these 34 clinicians, 9 reported a “moderate” level of
confidence and 10 reported “somewhat” confidence to identify Complex PTSD. However, 51 of
76 Clinicians (89.5%) who worked primarily in trauma, but also had 10 or fewer 10 years of
experience reported a “strong” level of confidence to identify Complex PTSD. Hence, while
years of experience was associated with level of confidence, the bulk of the relationship, in the
context of this pairing, appears to stem from working primarily in the trauma field as was shown
in the results above for Research Question 1 that focused on identifying PTSD. Moreover, even
when the clinicians had less than 10 years of experience more of them reported a “strong”
confidence than would be expected when controlling for the proportionate distribution of the
clinicians across these categories if they also worked primarily in the trauma field.
Highest Level of Complex PTSD Training by Primary Clinical Focus
Table 37
RQ2 Complex Table 2: Confidence to Identify Complex PTSD by Highest Level of Complex
PTSD Training by Primary Clinical Focus
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Formal
CPTSD
Training

Confidence to
identify
CPTSD

Strong

Increase /
Decrease
Totals
Moderate
Increase /
Decrease
Totals

Informal
CPTSD
Training

Confidence to
identify
CPTSD

Non-primary
(actual/expected)1
8 / 12.2

Primary
(actual/expected)
78 / 73.8

Totals

-34.42%

5.69%

7.5%
6/2
200.00%

73.6%
8 / 12
-33.33%

81.1%
14

5.7%

13.2%
94.3%

86

Strong

7 / 10.7

7.5%
Strong & Moderate:
Grand total
Somewhat - not at
all: Remaining total
24 / 20.3

Increase /
Decrease
Totals
Moderate
Increase /
Decrease
Totals

-34.42%

18.22%

12.1%
6 / 4.5
33.33%

41.4%
7 / 8.5
-17.64%

53.4%
13

10.3%

12.1%
Strong & Moderate:
Grand total
Somewhat - not at
all: Remaining total

22.4%
75.8%

5.7%2
31

24.2%2

Note. For overall sample (n=210)
1

Actual/expected counts see Appendix D for details of this system

2

Focus on strong and moderate only. Somewhat to not at all not included so percent total of somewhat to not at all

included in far right so reader understand the missing data from the overall crosstab.

Continuing to adhere to the same order of crosstab analysis as used for PTSD, the
crosstab for highest level of Complex PTSD training by working primarily in trauma was
revisited next for their confidence to identify Complex PTSD. As with PTSD, the crosstab found
in Table 37 shows a similar pattern for the clinicians not working primarily in trauma.
Regardless of whether the non-trauma clinicians had formal or informal training, there were still
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less of them compared to expected counts based on proportional frequency distributions albeit
with very small cell memberships to begin with compared to the subgroup of clinicians who
worked primarily in trauma. Indeed, for clinicians working in trauma whether they had formal or
informal training in Complex PTSD, had little association on their actual versus expected counts
with both subgroups receiving more than their expected counts. This suggests that, just as was
found for PTSD, working in the trauma field has a strong relationship with a clinician’s ability to
identify Complex PTSD. However, as will be discussed further in chapter 5, PTSD and Complex
PTSD are highly prevalent among the general population and extremely common among all
mental health utilization samples so having less clinicians outside of the trauma field who report
less confidence to identify Complex PTSD (and PTSD) is an important finding to explore and
discuss further.
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Highest Level of Complex PTSD Training by Years of Experience
Table 38
RQ2 Complex Table 3: Confidence to Identify Complex PTSD by Highest Level of Complex
PTSD Training by Years of Experience

Formal
CPTSD
Training

Confidence to
identify
CPTSD

Strong

Increase /
Decrease
Totals
Moderate
Increase /
Decrease
Totals

Informal
CPTSD
Training

Confidence to
identify
CPTSD

Strong

Increase /
Decrease
Totals
Moderate
Increase /
Decrease
Totals

0-10 Years
(actual/expected)1
28 / 31.6

10+ years
(actual/expected)
58 / 54.4

Totals

-11.39%

6.61%

26.4%
7 / 5.2
34.61%

54.7%
7 / 8.8
-20.45%

81.1%
14

6.6%

13.2%
94.3%

22 / 21.4

6.6%
Strong & Moderate:
Grand total
Somewhat - not at
all: Remaining total
9 / 9.6

2.8%

-6.25%

37.9%
7/9
-22.22%

15.5%
6/4
50.0%

53.4%
13

12.1%

10.3%
Strong & Moderate:
Grand total
Somewhat - not at
all: Remaining total

22.4%
75.8%

86

5.7%2
31

24.2%2

Note. For overall sample (n=210)
1

Actual/expected counts see Appendix D for details of this system

2

Focus on strong and moderate only. Somewhat to not at all not included so percent total of somewhat to not at all

included in far right so reader understand the missing data from the overall crosstab.
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As with PTSD, the final crosstab removed the factor of working primarily in trauma or
not and focused on the confidence to identify Complex PTSD and its relationship across years of
experience and highest level of Complex PTSD training for the full sample regardless of whether
they worked in trauma or not. For the PTSD question, when the crosstab above (Table 35) was
considered as a whole, it appeared to support the notion that both formal training and more
experience both contribute to having stronger confidence in identifying PTSD.
In considering the same issue with reference to identifying Complex PTSD Table 38
above shows a similar though somewhat attenuated pattern. Moreover, the clinicians in the
subgroups of informal training in Complex PTSD and 10 or more and under 10 years of
experience did not demonstrate major differences outside expectations for the strongly confident
subgroup. This was different in the PTSD crosstab which had +16 and -38.46% compared to the
Complex PTSD crosstab which had 2.8% and -6.5% respectfully. This is a noticeable difference.
In fact, the subgroup that enjoyed both formal training in Complex PTSD and had 10 or more
years of experience was only slightly above distribution expected counts, attenuating the strength
of this relationship. Perhaps even more puzzling and raises more questions to be discussed in
chapter 5 concerns the lack of relationship that both training and years of experience seems to
have on the clinicians’ confidence to identify Complex PTSD. These issues, future directions in
light of these initial findings are further addressed in chapter 5.
To get a better sense of this final crosstab, a breakdown of larger subgroups into smaller
subgroups is described below in the context of confidence to identify Complex PTSD. For
example, of the 210 clinicians included in full version crosstab (Appendix F), 106 reported
receiving formal training in Complex PTSD. Of that 106 Complex PTSD formally trained
Clinicians, 86 (81.1%) reported “strong” confidence to identify Complex PTSD. Of these 86
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clinicians with “strong” confidence to identify Complex PTSD, 58 of the 86 (67.4%) had more
than 10 years of experience. It is also important to point out that only 6 clinicians from these 106
reported confidence levels below the “moderate” level (somewhat and insufficient).
In contrast, 58 clinicians reported informal training in Complex PTSD as their highest
level of training with the remaining 46 clinicians receiving Complex PTSD training below the
informal level and thus not included in the above crosstab comparisons of formal and informal.
Of the 58 Complex PTSD informally trained clinicians, 31 (53.4%) reported a “strong” level of
confidence to identify Complex PTSD. But perhaps most interesting and worthy of further
consideration, of these 31 informally trained yet “strongly” confident to identify Complex PTSD
clinicians, 22 of them had 0-10 years of experience, suggesting the relationship between these
factors is even more complicated than first suggested. These somewhat confusing findings are
discussed in more detail in chapter 5.
Research Question 3: Findings
Research Question 3: What was the clinician’s confidence in their ability to differentiate
their treatment approach when treating clients with PTSD versus Complex PTSD?
First, descriptive statistics were calculated to examine variability across responses.
Simple crosstabs were calculated to examine the association between the factors of primary
clinical focus, years of experience, and training with the variable of mental health clinicians’
confidence to differentiate their treatment approach when treating clients with PTSD versus
Complex PTSD. Descriptive statistics were run to explore additional M-TES questions to
support the exploration of Research Question 3. The first additional survey questions focus on
clinicians’ self-assessment of confidence in two areas of trauma specific treatment: safety and
stability, and direct trauma-oriented work. This is followed by clinicians’ selections of the types
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of trauma specific trainings they have taken. The last two additional survey questions focus on
clinician assessment of support from their workplaces and from supervision. Complex analysis
of the three paired factors has not been done for this Volume I report of the M-TES but will be
available in future volumes. This analysis is specific to this survey sample and not necessarily
generalizable to the greater population.
Research Question 3 Findings: Confidence to Differentiate Treatment Approach between
PTSD and Complex PTSD
All 217 participants responded to the question of confidence to differentiate treatment
approach between PTSD and Complex PTSD. In this overall group, less than half, 44.2% (96), of
clinicians indicated “strong” confidence to differentiate treatment approach and 30.9% (67)
selected “moderate” confidence. When “strong” and “moderate” were collapsed, only 75.1%
(163) of clinicians indicated adequate confidence to differentiate their treatment approach, while
24.9% (54) indicated non-adequate confidence to do so (see Table 39). This suggests that in this
clinician group a majority have adequate confidence, but confidence notably decreases for
“strong” confidence. Only 2.8% (6) indicated no confidence to differentiate treatment approach
between PTSD and Complex PTSD.
Table 39
Research Question 3: Confidence to Differentiate Treatment Approach Between PTSD and
Complex PTSD.
Likert Scale
Strong
Moderate
Somewhat
Slightly
No, not at all

Number (Percent)
96 (44.2%)
67 (30.9%)
29 (13.4%)
19 (8.8%)
6 (2.8%)

Dichotomous Scale
Strong to moderate
(Adequate)
Somewhat to not at all
(Non-adequate)

Number (Percent)
163 (75.1%)
54 (24.9%)
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Note. For overall sample (n=217)
Research Question 3a Findings: Primary vs. Non-Primary Clinical Focus
Research Question 3a: How did this confidence vary based on whether clinicians reported
a primary clinical focus of PTSD and/or Complex PTSD or did not report such a primary focus?
As was done for Research Questions 1a and 2a, a simple crosstab was run between a
trauma clinicians and non-trauma clinicians by confidence to clinically differentiate treatment
approach between PTSD and Complex PTSD (see Table 40). Of the group who identify as
trauma clinicians, only 55.8% (87 of 156) reported “strong” confidence and 30.1% (47 of 156)
“moderate” confidence to differentiate their treatment approach between PTSD and Complex
PTSD. This can be compared to the non-trauma clinician group where only 14.8 (9 of 61)
indicated “strong” confidence and 32.8% (20 of 61) indicated “moderate” confidence to
differentiate their treatment approach. In the trauma clinician group, with “strong” and
“moderate” combined, 85.9% (134 of 156) indicated adequate confidence compared to the nontrauma group where only 47.6% (29 of 61) indicated adequate confidence to differentiate their
treatment approach between PTSD and Complex PTSD.
Table 40
Research Question 3a: Confidence to Differentiate Treatment Approach between PTSD and
Complex PTSD by PTSD/Complex PTSD as Primary vs. Non-Primary Clinical Focus
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Non-

Primary

Totals

Non-

Primary

Primary

Totals

Primary

Confidence

Number

Number

Number

Confidence

Number

Number

Number

Likert Scale

(Percent)

(Percent)

(Percent)

Dichotomous

(Percent)

(Percent)

(Percent)

Scale
Strong

9

87

96

Strong to

29

134

163

(14.8%)

(55.8%)

(44.2%)

moderate

(47.6%)

(85.9%)

(75.1%)

20

47

67

(32.8%)

(30.1%)

(30.9%)

15

14

29

32

22

54

(24.6%)

(9.0%)

(13.4%)

(52.5%)

(14.1%)

(25.0%)

12

7

19

(19.7%)

(4.5%)

(8.8%)

5

1

6

(8.2%)

(0.6%)

(2.8%)

Total

61

156

217

61

156

217

n=217

(100.0%)

(100.0%)

(100.0%)

(100.0%)

(100.0%)

n=96
Moderate
n=67
Somewhat
n=29
Insufficient
n=19
Not at all
n=6

(Adequate)
Somewhat not at all
(Nonadequate)

Total

(100.0%) n=217

Note. For overall sample (n=217)
Research Question 3b Findings: Years of Clinical Experience
Research Question 3b: How did this confidence vary based on the years of experience of
the clinicians?
This section explores the second principal factor, years of experience, per the simple
crosstab approach. Once again it is important to note that the factor of years of experience is
nearly evenly split between those with 0-10 years of experience (111) and those with 10 or more
years of experience (106). Crosstab calculations are run between years of experience and
confidence to differentiate treatment approach between PTSD and Complex PTSD (see Table
41). Clinicians with 10 or more years of experience had higher rates of reporting “strong”
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confidence 50.9% (54 of 106) and “moderate” confidence 34% (36 of 106) than those with 10 or
fewer years of experience who only indicated 37.8% (42 of 111) “strong” confidence and 27.9%
(31 of 111) “moderate” confidence to differentiate their treatment approach. Clinicians with 10
or more years of experience continue to exhibit higher levels of confidence to differentiate their
treatment approach when “strong” and “moderate” are combined to indicate adequate
confidence. 84.9% (90 of 111) of clinicians with 10 or more years of experience indicated
adequate confidence compared to only 65.8% (72 of 110) from the group of clinicians with 10 or
fewer years of experience. Clinicians with 10 or more years of experience selected non-adequate
confidence at 15.1% (16 of 106) while clinicians with 10 or fewer years indicated non-adequate
confidence at 34.2% (38 of 111).
Table 41
Research Question 3b: Confidence to Differentiate Treatment Approach Between PTSD and
Complex PTSD by Years of Experience
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0-10

10+

Totals

0-10

years

years

Confidence

Number

Number

Number

Confidence

Likert Scale

(Percent)

(Percent)

(Percent)

Dichotomous

10+ years

Totals

Number

Number

Number

(Percent)

(Percent)

(Percent)

years

Scale
Strong

42

54

96

Strong to

73

90

163

(37.8%)

(50.9%)

(44.2%)

moderate

(65.7%)

(84.9%)

(75.1%)

31

36

67

(27.9%)

(34.0%)

(30.9%)

21

8

29

38

16

54

(18.9%)

(7.5%)

(13.4%)

(34.2%)

(15.1%)

(24.9%)

13

6

19

(11.7%)

(5.7%)

(8.8%)

4

2

6

(3.6%)

(1.9%)

(2.8%)

Total

111

106

217

111

106

217

n=217

(100.0%)

(100.0%)

(100.0%)

(100.0%)

(100.0%)

n=96
Moderate
n=67
Somewhat
n=29
Insufficient
n=19
Not at all
n=6

(Adequate)
Somewhat not at all
(Nonadequate)

Total

(100.0%) n=217

Note. For overall sample (n=217)
Research Question 3c Findings: Highest Level of PTSD and Complex PTSD Training
Research Question 3c: How did this confidence vary based on the highest level of PTSD
and Complex PTSD training of the clinicians?
This next section explores the third principal factor with simple crosstab analysis of the
highest level of PTSD training side by side with highest level of Complex PTSD training by
clinician confidence differentiate their treatment approach between PTSD and Complex PTSD
(see Table 42). Of those with formal as their highest level of PTSD training, 52.2% (83 of 159)
indicated “strong” confidence and 29.6% (47 of 159) indicated “moderate” confidence to
differentiate their treatment approach, compared to those with formal as highest level of
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Complex PTSD training where 65.1% (69 of 106) indicated “strong” confidence and 30.2% (32
of 106) indicated “moderate”. This can be compared to those with informal as their highest level
of PTSD training, where only 27.3% (12 of 44) indicated “strong” confidence and 38.6% (17 of
44) indicated “moderate” confidence to differentiate their treatment approach, while for those
with informal as their highest level of Complex PTSD training, only indicate 33.3% (20 of 60)
“strong” and 40.0% (24 of 60) “moderate” confidence to differentiate their treatment approach.
When “strong” and “moderate” are condensed, 81.8% (130 of 159) of those with formal highest
level of PTSD training, indicated adequate confidence versus for those with highest level
Complex PTSD training who indicated 95.3%% (101 of 106) adequate confidence. For those
with informal highest level of PTSD training, 65.9% (29 of 44) indicated adequate confidence
while those with informal highest level of Complex PTSD training indicated 73.3% (44 of 106)
adequate confidence to differentiate their treatment approach between PTSD and Complex
PTSD.
Table 42
Confidence to Differentiate Treatment Approach between PTSD and Complex PTSD by Highest
Level of PTSD and Complex PTSD Training
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Highest
Level
Training
Confidence
Likert Scale

Formal

Informal

SelfLearning

None

Totals

Number
(Percent)

Number
(Percent)

Number
(Percent)

Number
(Percent)

Number
(Percent)

Strong

PTSD
n=95
CPTSD
n=95

83
(52.2%)
69
(65.1%)

12
(27.3%)
20
(33.3%)

0
(0.0%)
6
(23.1%)

0
(0.0%)
0
(0.0%)

95
(44.4%)
95
(44.8%)

Moderate

PTSD
n=67
CPTSD
n= 66
PTSD
n=28
CPTSD
n= 27
PTSD
n=18
CPTSD
n= 18
PTSD
n=6
CPTSD
n= 6
PTSD
n=214
CPTSD
n= 212

47
(29.6%)
32
(30.2%)
20
(12.6%)
4
(3.8%)
9
(5.7%)
1
(0.9%)
0
(0.0%)
0
(0.0%)
159
(100.0%)
106
(100.0%)

17
(38.6%)
24
(40.0%)
5
(11.4%)
8
(13.3%)
6
(13.6%)
7
(11.7%)
4
(9.1%)
1
(1.7%)
44
(100.0%)
60
(100.0%)

2
(33.3%)
7
(26.9%)
2
(33.3%)
8
(30.8%)
2
(33.3%)
5
(19.2%)
0
(0.0%)
0
(0.0%)
6
(100.0%)
26
(100.0%)

1
(20.0%)
3
(15.0%)
1
(20.0%)
7
(35.0%)
1
(20.0%)
5
(25.0%)
2
(40.0%)
5
(25.0%)
5
(100.0%)
20
(100.0%)

67
(31.3%)
66
(31.1%)
28
(13.1%)
27
(12.7%)
18
(8.4%)
18
(8.5%)
6
(2.8%)
6
(2.8%)
214
(100.0%)
212
(100.0%)

Somewhat

Insufficient

Not at all

Total

Additional M-TES Questions to Support Research Question 3
In a separate question on the M-TES having to do with knowledge and training, clinicians
were asked directly if they felt they had enough knowledge and training to effectively treat a
client with PTSD and a client with Complex PTSD. Participants were offered two categories of
treatment types: safety and stability and direct trauma-oriented treatment. The safety and stability
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treatment option generally implies foundational therapeutic strategies a clinician could use with a
client that doesn’t require specialized trauma training modalities. Direct trauma-oriented
treatment generally implies that a mental health clinician has specialized training to treat PTSD
or Complex PTSD (see Chapter Two: Herman and a three-phase trauma treatment model). For
both questions participants could select a response from a Likert scale ranging from “yes,
strongly” to “no, not at all”. Of 213 respondents for the safety and stability phase, 66.2% (141 of
213) indicated they felt “strongly” that they had enough knowledge and training to effectively
treat a client with PTSD while only 1.9% stated no, not at all. While 49.8% (106 of 213)
indicated “yes, strongly” for Complex PTSD and 7.5% (16 of 213) indicated no, not at all (see
Table 43 for safety and stability). For direct trauma-oriented treatment, of 214 respondents,
52.3% (112 of 214) reported “yes strongly” for PTSD with only 38.3% (82 of 214) who reported
“strongly” for Complex PTSD. Only 6.5% (14 of 214) stated “no, not at all” for PTSD, and
11.7% (25 of 214) stated “no, not at all” for Complex PTSD (see Table 44 for direct traumaoriented treatment).

Table 43
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Knowledge and Training to Treat PTSD and Complex PTSD: Safety and Stability
PTSD/Complex PTSD

PTSD

Complex PTSD

Number (Percent)

Number (Percent)

Strong

141 (66.2%)

106 (49.8%)

Moderate

44 (20.7%)

50 (23.5%)

Somewhat

17 (8.0%)

26 (12.2%)

Insufficient

7 (3.3%)

15 (7.0%)

No, not at all

4 (1.9%)

16 (7.5%)

Safety and Stability

Note. For overall sample (n=213)
Table 44
Knowledge and Training to Treat PTSD and Complex PTSD: Direct Trauma-Oriented
Treatment
PTSD/Complex PTSD

PTSD

Complex PTSD

Number (Percent)

Number (Percent)

Strong

112 (52.3%)

82 (38.3%)

Moderate

57 (26.6%)

59 (27.6%)

Somewhat

19 (8.9%)

24 (11.2%)

Insufficient

12 (5.6%)

24 (11.2%)

No, not at all

14 (6.5%)

25 (11.7%)

Direct trauma-oriented treatment

Note. For overall sample (n=214)
Clinicians were then offered a question on the M-TES from which they could indicate the
use of interventions and models that are commonly known for trauma treatment. They were
asked to indicate it they use the model and if they are specifically trained in the model.
Participants could indicate responses for as many of the models as were relevant and could rate
them on a scale between Yes, I use this intervention/yes, I am formally trained to no, I do not use
this intervention/no I am not formally trained (see Table 45). Participants indicated a range of
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direct trauma-oriented treatment training, with the most commonly used training listed at 31.3%
(66 of 211) for EMDR.
Table 45
Trauma Interventions and Training: Use Ratings
Use ratings

Yes, I use
this
intervention
/ yes, I am
formally
trained
Number
(Percent)

Yes, I use this
intervention /
no I am not
formally
trained

No, I don’t use
this intervention
/ Yes, I am
formally trained

No, I do not use
this intervention
/ no I am not
formally trained

Trauma
Number
Number (Percent) Number (Percent)
interventions and
(Percent)
training
EMDR
66 (31.3%)
0 (0.0 %)
11 (5.2%)
134 (63.5%)
n-211
Somatic type
58 (27.9%)
44 (21.2%)
8 (3.8%)
98 (47.1%)
n=208
Other trauma
45 (24.5%)
23 (12.5%)
7 (3.8%)
109 (59.2%)
n=184
CPT
36 (17.1%)
33 (15.7 %)
13 (6.2%)
128 (61.0%)
n=210
IFS
30 (14.5%)
69 (33.3%)
12 (5.8%)
96 (46.4%)
n=207
Other
26 (26.3%)
3 (3.0%)
3 (3.0%)
67 (67.7%)
n=99
Narrative exposure 23 (11.2%)
51 (24.9%)
12 (5.9%)
119 (58.0%)
n=205
PE
20 (9.7%)
17 (8.2%)
18 (8.7%)
152 (73.4%)
n=207
Sensory Motor
19 (9.4%)
26 (12.9%)
6 (3.0%)
151 (74.8%)
n=202
SE
18 (8.8%)
46 (22.5%)
7 (3.4%)
133 (65.2%)
n=204
Note. Numbers don’t total to 100 as participants could select more than one option
Final M-TES Questions that Support the Findings: Workplace and Supervisory Support
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Two additional questions were asked on the M-TES to further explore clinicians’
experience with receiving support from their workplace and their experience of receiving support
from supervision specific to treating clients with PTSD and Complex PTSD. Descriptive
statistics were calculated to examine variability across responses.
Clinicians were asked to rate how supportive their workplace is in their treatment of
clients with PTSD and Complex PTSD on a Likert scale ranging from highly supportive to not
supportive (see Table 46). Over half responded highly supportive at 61.0% (130 of 213) for
PTSD and 54.2% (115 of 212) for Complex PTSD. Only 3.3% (7 of 213) indicated their
workplace was not supportive in the treatment of PTSD and 4.2% (9 of 212) not supportive for
Complex PTSD.
Table 46
Workplace Support for the Treatment of Clients with PTSD and Complex PTSD
PTSD/Complex PTSD

PTSD

Complex PTSD

n=213

n=212

Number (Percent)

Number (Percent)

Highly supportive

130 (61.0%)

115 (54.2%)

Somewhat supportive

39 (18.3%)

34 (16.0%)

Neutral

33 (15.5%)

42 (19.8%)

Minimally supportive

4 (1.9%)

12 (5.7%)

Not supportive

7 (3.3%)

9 (4.2%)

Workplace support

Clinicians were asked to rate how well they are supported by their supervisor in their
clinical work with clients with PTSD and Complex PTSD (see Table 47). Of 213 respondents,
44.1% (94) indicated very supported for PTSD and 38.5% (82) for Complex PTSD. 3.3% (7)
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indicated that they are not supported by their supervisor with the treatment of PTSD and 4.7%
(10) for Complex PTSD.
Table 47
Supervisory Support for the Treatment of Clients with PTSD and Complex PTSD
PTSD/Complex PTSD

PTSD

Complex PTSD

Number (Percent)

Number (Percent)

Very supported

94 (44.1%)

82 (38.5%)

Somewhat supported

33 (15.5%)

36 (16.9%)

Neutral

10 (4.7%)

14 (6.6%)

Minimally supported

8 (3.8%)

7 (3.3%)

Not supported

7 (3.3%)

10 (4.7%)

I don’t receive supervision

38 (17.8%)

38 (17.8%)

N/A

23 (10.8%)

26 (12.2%)

Supervisory support

Note. For overall sample (n=213)
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CHAPTER 5: DISCUSSION
The purpose of this exploratory survey research is to study factors associated with mental
health clinicians’ confidence in their ability to identify PTSD and Complex PTSD and
differentiate their treatment approaches between the two. This chapter first reviews and interprets
the major findings of this study as they link to each research question, and throughout suggests
areas of future research. In the first section the findings are discussed in isolation from each
other, meaning, confidence to identify PTSD, Complex PTSD, and then confidence to
differentiate treatment approach are explored via a simple approach per the principal identified
factors: overall confidence; PTSD and Complex PTSD as a primary clinical focus; years of
experience; and highest level of training. Next, attention is given to the synthesis of responses
from confidence to identify PTSD and confidence to identify Complex PTSD. Finally, the
exploration of confidence to identify PTSD and then confidence to identify Complex PTSD is
discussed, no longer in isolation, but rather by the three pairs of the principal factors: primary
clinical focus, years of experience, and highest level of PTSD and Complex PTSD training. This
section culminates with a brief exploration of a simple post hoc crosstab calculation between the
three principal factors and clinician familiarity of the ICD-11 and Herman’s (1997) versions of
Complex PTSD. This chapter includes limitations of the study, recommendations for future
directions, and a conclusion to this Volume I report of the Meier’s Therapist’s Experiences
Survey (M-TES).
Interpretation of the Findings
Research Sample and Participant Demographics
This research study is a pioneering first step to explore mental health clinicians
experience and self-reported confidence of treating trauma; a topic that has little prior research to
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date. This research sample is not representative of the greater population of clinicians due to the
survey sampling strategy. Clinicians who received access to the M-TES did so due to their
affiliation to the starting network of the researcher and the networking nodes from which this
survey extended its distribution reach.
The demographic makeup of the survey respondents reflects the demographics of the
broader population of clinicians in the U.S; however, researchers should remain cautious in their
interpretations of the current study’s findings and their applicability to the broader population
(Rubin, 2017). Moreover, the findings are not inferential but are descriptive for this specific
sample of clinicians. Even with these limitations, the findings may be helpful to inform future
research in this area.
The clinician group for this study is mostly female 81.0% (175 of 216), only 1.4% (3 of
216) identify as transgender, and 89.9% (195 of 217) identify their race as ‘White’. The majority
of clinicians are licensed, 79.7% (173 of 217), and 92.7% (201 of 217) hold an advanced degree;
only 7.4% (16 of 217) indicated not yet having their degree or having another degree or license.
The clinicians in the overall group are nearly evenly split between those with 10 or more years of
experience, 48.8% (106 of 217) and those with 10 or fewer years of experience, 51.2% (111 of
217). Only 16.2% (35 of 217) have five or fewer years of experience. 71.9% (156 of 217) of
clinicians in the study indicate that working primarily with trauma (PTSD and/or Complex
PTSD) is a primary clinical focus in their work. Overall, clinicians in this study are well trained
in trauma, as 74.3% (159 of 214) indicate having formal training as their highest level of training
in PTSD and 50.2% (106 of 211) indicate having formal training as their highest level of training
in Complex PTSD.
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A majority of clinician in this sample indicated their primary clinical focus was working
with trauma and the subset of clinicians who reported they do not primarily focus on treating
trauma is relatively small. One recommendation for future research is to ensure more equal
participation of clinicians with and without a current focus on trauma. More sophisticated
sampling techniques, such as proportionate weighting based on change of inclusion in the study
could be employed which was beyond the scope of the current study. Clarification of
participation inclusion criteria as well as purposeful outreach of clinicians not engaged in trauma
work may also help alleviate this issue in future research.
Research Question 1: Discussion
What was clinician’s confidence in their ability to clinically identify PTSD?
Overall Confidence to Identify PTSD
Overall, clinicians in this research sample reported to be confident in their ability to
identify PTSD. The majority of clinicians in this study are licensed with an advanced degree,
many are trained in trauma, and about half have 10 or more years of experience. Considering the
prevalence of PTSD in the United States, it is concerning that despite the above-mentioned
credentials, 25.5% of clinicians in the overall research sample do not report strong confidence to
identify PTSD. PTSD is a well-established clinical diagnosis that was first published in the DSM
in 1980 (APA, 1980), and the skill of diagnosis using the DSM is a fundamental educational
component of most mental health graduate programs.
Primary vs. Non-Primary Clinical Focus in Trauma: RQ1a
It is reasonable to theorize that trauma clinicians, those who identify themselves as
having a primary clinical focus working with trauma, would self-report confidence at higher
rates than those who do not choose to focus on treating trauma. The majority of clinicians in this
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study (155 of 216) self-identify as having a primary focus on treating trauma, and yet, 14.2% of
clinicians in this group did not report strong confidence to identify PTSD. It is unclear why this
sub-group of trauma clinicians did not report strong confidence to clinically identify PTSD, as it
could have been expected that almost all clinicians in this group would report strong confidence
in this skill. In this same group of trauma clinicians, only 1.9% did not indicate adequate
confidence, so at least most of the trauma clinicians in this study have either strong or moderate
confidence to identify PTSD. The question remains of why strong confidence ratings are not
more prominent in this group of trauma focused clinicians. The field would benefit from future
research which examines what factors get in the way of a trauma clinician self-indicating strong
confidence to identify PTSD, as this is a fundamental and critical first level skill necessary for
treating clients with PTSD.
In the group of non-trauma focused clinicians over half, 54.1% (61 of 216) do not selfreport strong confidence to identify PTSD. As mentioned, it is reasonable to expect that
clinicians who don’t prioritize working with trauma would report lower levels of confidence to
identify PTSD. However, this shows a substantial 46.5% decrease in the percent of clinicians
who report strong confidence between the trauma and non-trauma clinician groups. In this same
group of non-trauma clinicians, 13.0% of clinicians reported non-adequate confidence to identify
PTSD. A major concern here, and throughout this study, is what happens to clients with PTSD
who receive care from clinicians who don’t prioritize their clinical focus on trauma.
It is not surprising that a higher percent of trauma clinicians reported strong and adequate
confidence to identify PTSD than their non-trauma focused peers, as this is their area of
specialty. Yet this suggests a real problem for non-trauma clinicians given the widespread
prevalence of trauma in the general population and general mental health utilization samples
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(Sheeran & Zimmerman, 2002; da Silva et al., 2019). It is sensible to expect that almost every
clinician will work with clients who have PTSD, whether they identify the diagnosis in their
client or not. PTSD is not a mental health condition that can easily be ignored, especially if left
untreated, and can have serious and ongoing debilitating effects on the individual who is
suffering. In a recent study involving clients at a Brazilian University hospital general outpatient
mental health clinic, 20% were found to have PTSD as measured by the SCID-IV but only 2.4%
of the sample had been diagnosed with PTSD by the psychiatrists in training (da Silva et al.,
2019). The field would benefit from future research exploring the difference between clinicians
who focus on treating clients with PTSD and those who do not, and the relationship this factor
may have on rates of recovery for clients with trauma who are seeking mental health care.
Years of Clinical Experience: RQ1b
The second principal factor, years of experience, compares clinicians who have 10 or
more years of experience to those with 10 or fewer years of experience. It is notable that this
group is split almost evenly with 106 clinicians who have 10 or more years of experience and
110 clinicians with 10 or fewer. It is reasonable to infer that due to increased experience, a
higher percent of clinicians who have more years in the field would automatically indicate strong
confidence to identify PTSD. As anticipated, clinicians with 10 or more years of experience did
indicate a higher percent of strong confidence to identify PTSD than those with 10 or fewer
years. However, in the group with 10 or more years of experience, 15.1% still did not indicate
strong confidence to identify PTSD. Considering that diagnosing a client is a foundational
clinical skill, it is concerning why some clinicians who have been in the field for quite some
time, do not report strong confidence to identify PTSD.
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In the group of clinicians with 10 or fewer years of experience, 35.5% did not report
strong confidence to identify PTSD. It is predictable that a higher percent of clinicians with more
years of experience are endorsing strong confidence to identify PTSD compared to clinicians
with fewer years of experience, yet it is concerning that less experienced clinicians have
significantly less confidence in this area. Despite fewer years of experience in the field, less
experienced clinicians still encounter clients with PTSD likely at the same rates as those with
more experience. Less experienced clinicians may even be more likely to have clients with
PTSD on their caseload. Clinicians who are less experienced in the field commonly begin their
clinical work in workplace environments, such as community based non-profit mental health
settings, where they are assigned clients in need regardless of their clinical specialty, whereas
clinicians who have been in the field longer may have more discrepancy in the types of clients
for whom they provide treatment based on their clinical preference. Da Silva et al.’s (2019)
findings cited above further this concern as they focused on psychiatric trainees in a general
mental health outpatient clinic. They recognized only 2.4% of the cases that met the criteria for
PTSD and missed it in 97.6% of the cases included in the study that met the SCID-IV threshold
for PTSD.
Interestingly, the percent of clinicians who indicate adequate confidence is matched
much more closely between those with 10 or more versus those with 10 or fewer years of
experience. Only 1.9% of clinicians with 10 or more years of experience reported non-adequate
confidence to identify PTSD, while only 8.2% of those with 10 or fewer years of experience
reported non-adequate confidence to identify PTSD. It therefore appears that years of experience
is associated with the degree of strong confidence to identify PTSD but this difference fades
when we consider adequate confidence. It is not evident from this data why the relationship of
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years of experience diminishes with adequate confidence. One possible hypothesis to consider is
that over the past 10 years, clinical and general awareness of trauma and PTSD have increased.
This increase in overall awareness of PTSD and its prevalence may start to balance years of
experience as it relates to adequate confidence. It is possible that less experienced clinicians with
10 or fewer years of experience have encountered more education and training about PTSD than
clinicians who were trained 10 or more years ago when this topic was less prevalent or accepted
in clinical and popular culture, therefore levels of adequate confidence are similarly endorsed.
However, it is possible that the percent of clinicians who selected strong confidence increases in
clinicians with 10 or more years of experience as perhaps those who have been in the field longer
have chosen to engage in specialized training and/or have had more clinical experience working
with PTSD.
In order to further explore the role of years of experience in clinical confidence to
identify PTSD, a more detailed breakdown of years of experience can be reviewed (see
Appendix G). For both strong and adequate levels of confidence, those with 0-3 years of
experience are notably lower in confidence than in any other years of experience group (50.0%,
3 of 161 and 83.3%, 5 of 205 respectively). It is probable that clinicians with 0-3 years of
experience lack overall confidence in skills like diagnosing or identifying a disorder as they
simply have less experience working with clients. Even if a clinician with 0-3 years of
experience has had training specific to PTSD, their lack of familiarity and time working directly
with clients may play a role in confidence. In this sample, confidence goes up as years of
experience increase: 0-3 years 50.0%, n=3; 3-5 years 60.7%, n=17; 5-10 years 67.1%, n=51; 1020 years 79.7%, n=47; 20+ years 91.5%, n=43 all 161 of 216. Again, the difference attenuates
when considering adequate confidence. Adequate confidence goes up as years of experience
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increase as well, as follows: 0-3 years 83.3%, n=5; 3-5 years 92.8%, n=26; 5-10 years 92.1%,
n=70; 10-20 years 96.6%, n=57; 20+ years 100%, n=47; all 205 of 216.
To understand this relationship more, a post hoc, preliminary correlation was run on the
full rank category variables of confidence to identify PTSD and years of experience (see
Appendix G). But for this nonparametric correlation, each variable’s full range of categories
were utilized as rank ordered levels allowing for a spearman Rho metric to be employed. With an
N of 216 rrho= .265 (p=8E-5) suggesting a modest but highly statistically significant relationship
between the two variables. Recoded so both variables represented an increase in years with an
increase in confidence level, the r=.265 suggests a modest relationship that shows that as
clinicians increase in years, they have a slight increase in confidence to identify PTSD. But with
a modest .265 effect size, clearly this relationship is not straight forward.
The above summary of the distribution of confidence across the years of experience
coupled with the modest spearman correlation further supports the theory that more recent career
clinicians might have received better or more training in trauma thus diluting the effect of
experience alone. However, this effect does not kick in until the new career clinicians are
towards the end of their clinical training or in the field for a couple of years as demonstrated in
the shift at 3-5 years. It may be that the recent increase in trauma education during graduate
school combines with additional clinical experience after graduation. The current survey has
additional variables to further unpack this issue which will be addressed more in future volumes
(Meier & Meiselman, 2022) and better inform the interested researcher of the next steps beyond
the current M-TES report. Regardless of the current survey’s additional findings, it is clear that
trauma education within graduate programs should be better understood and studied (Gifford,
2022).
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Highest Level of PTSD Training: RQ1c
In the M-TES clinicians were able to select the types of PTSD training and types of
Complex PTSD training they had from the following options: formal, informal, self-learning and
none. Training was then recoded to identify what the highest level of training is for each
clinician for PTSD and then for Complex PTSD, and then results were aggregated. This section
reviews highest level of PTSD training as it relates to clinician confidence to identify PTSD.
Particular attention has been paid to the exploration of the categories formal training and
informal training. Even in the group of clinicians who reported their highest level of PTSD
training as formal, 15.8% did not indicate strong confidence to identify PTSD. It is unclear why
any clinicians with formal training in PTSD would report anything less than strong confidence in
identifying PTSD, considering that this formal training was specific to PTSD. It is less puzzling
to see a 40.6% decrease in the percent of clinicians who reported strong confidence to identify
PTSD but only had informal highest level of PTSD training. In this informally trained group,
50.0% did not indicate strong confidence to identify PTSD. Although it is logical that the percent
of clinicians indicating strong confidence would decrease between those with formal vs. those
with an informal highest level of PTSD training, it is curious that only half of those with
informal training in PTSD indicated strong confidence to identify PTSD after having received
some training specific to the matter. These preliminary findings may point to the fact that the
type and quality of PTSD training may have a notable relationship with clinicians’ confidence to
identify PTSD.
The difference between those who indicated formal vs. informal highest level of PTSD
training once again attenuates when adequate confidence is considered. Most clinicians in both
groups indicated adequate confidence to identify PTSD, and only 2.5% of those with formal
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training and 6.8% of those with informal training indicated non-adequate confidence to identify
PTSD. It is promising to see that clinicians who have either formal or informal training in PTSD
at least indicate moderate confidence to identify PTSD, if not strong confidence, suggesting that
having some type of PTSD training has a positive association on adequate confidence to identify
PTSD. Overall, the large majority of mental health clinicians in this study have adequate
confidence to identify PTSD if they have had formal or informal training to do so. But more
clinicians with formal training indicate strong confidence in identifying PTSD than those with
only informal training as their highest level of PTSD training
The comparison of those with formal PTSD training and those who selected self-learning
as their highest level of training is also significant to note, as there is a 60.5% decrease in the
percent of clinicians reporting strong confidence from those with formal training to those who
only report self-learning (84.2%, 133 of 158 to 33.2%, 2 of 6, respectively). As a result of these
findings, participation in formal training programs may play an important role in increasing the
percent of clinicians’ that report strong confidence in their ability to identify PTSD.
Research Question 1: Summary of Single Factor Examination
In this section, each factor was considered via a simple approach, a single factor was
discussed in relationship to confidence to identify PTSD. Later in this chapter a more
comprehensive interpretation of the findings of the three factors will be discussed, where the
influences and relationships of the three paired factors will be considered when looking at
clinician confidence to identify PTSD. Research Question 1 asks: What was clinician’s
confidence in their ability to clinically identify PTSD? With each factor considered separately,
it’s fair to say that clinician confidence is adequate across all factors. This seems to suggest that
in each principal factor, both groups report a high percent of clinicians who indicate adequate
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confidence, and the differences come in when strong confidence is considered. Meaning, that per
this simple approach, trauma clinicians, clinicians with 10 or more years of experience, and
clinicians with formal training in PTSD appear to more frequently indicate strong confidence to
identify PTSD than their counterparts.
Research Question 2: Discussion
What was clinician’s confidence in their ability to clinically identify Complex PTSD?
Overall Confidence to Identify Complex PTSD
Overall, this research sample self-reported modest confidence to identify Complex PTSD,
as only 60% of clinicians reported strong confidence to identify Complex PTSD. Although most
clinicians in this study are licensed with an advanced degree, are highly trained, and about half
have 10 or more years of experience, it is possible that even these factors are not sufficient to
ensure that clinicians gain strong confidence to identify Complex PTSD. This could have to do
with Complex PTSD being a newly recognized disorder and not commonly addressed in
educational or workplace settings in the past for this research sample. The percent of clinicians
reporting adequate confidence is also low, as 21.4% of the overall group do not even indicate
adequate confidence to identify Complex PTSD. Even though the official diagnostic criteria for
Complex PTSD is very new (WHO, 2019), unofficial conceptualizations of Complex PTSD have
been available to clinicians for quite some time (Herman, 1997). It can be anticipated that due to
the Complex PTSD criteria in the ICD-11 (2019) this diagnosis will gain in popularity, the
question remains, what factors might influence clinicians to build stronger confidence to identify
Complex PTSD in their work.
Primary vs. non-Primary Clinical Focus in Trauma: RQ2a
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Of the clinicians in the sample who indicated a primary clinical focus on trauma work
(trauma clinicians), it is surprising that almost one third of this group, 27.3% of clinicians in this
group do not self-identify as having strong confidence to identify Complex PTSD. In this same
group of trauma clinicians 13.0% do not even indicate adequate confidence to identify Complex
PTSD, despite trauma being a primary focus in their work. While there is an increase in the
percent of clinicians reporting adequate confidence, having the additional clinicians who only
report moderate confidence to identify Complex PTSD among the clinicians that are specializing
in this clinical work is troubling. The field of trauma would benefit from future research from
why trauma clinicians do not endorse higher levels of strong confidence to identify Complex
PTSD, and if this could be a result of not having official Complex PTSD criteria to apply to their
clinical conceptualization. This current study was conducted between July and November 2020,
14 to 18 months prior to the official use of the ICD-11’s official criteria of Complex PTSD, but
after the initial publication of the ICD-11 in 2019. However, many clinicians in the United States
rely more heavily on the DSM (APA, 2013) than on the ICD-11 (WHO, 2019) for diagnostic
reference. At this time, the next edition of the DSM (DSM 5-TR), which is to be released in
March 2022, will not include diagnostic criteria for Complex PTSD (Moran, 2021). It is unclear
if clinicians who work primarily with trauma will show increased confidence to identify
Complex PTSD simply due to having the ICD-11 criteria, or if further efforts will need to be
taken to increase the percent of clinicians who report confidence in this area.
In the group of clinicians who do not indicate working primarily in trauma (non-trauma
clinicians), almost three quarters, 72.5%, did not report strong confidence to identify Complex
PTSD. Compared to the trauma clinician group, this shows a 61.6% decrease in the percent of
clinicians reporting strong confidence to identify Complex PTSD. Even when considering
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adequate confidence to identify Complex PTSD, there is a decrease of 34.0% in the percent of
clinicians in the non-trauma group compared to the group that primarily focuses on treating
trauma.
As was the case with PTSD, it appears that more trauma clinicians indicate confidence in
their ability to identify Complex PTSD than those who do not clinically focus on trauma. While
the lower percent of clinicians indicating strong confidence in the trauma-clinician group is
worrying, the much lower percent of non-trauma clinicians that have indicated strong confidence
is concerning considering the prevalence of trauma in clients who seek treatment in general
outpatient settings (Sheeran & Zimmerman, 2002; da Silva et al., 2019). This raises many issues
concerning the prevalence and incidence rates for PTSD and Complex PTSD among general
mental health utilization samples. If many generalist clinicians are not strongly confident in
identifying PTSD and Complex PTSD this presents a problem for clients that seek help for other
mental health problems, but an underlying PTSD or Complex PTSD disorder is an essential
aspect to their case. The call to action may be to boost education about trauma for generalist
clinicians.
Years of Clinical Experience: RQ2b
As previously mentioned, this survey sample is close to evenly split by years of
experience (106 with 10 or more years of experience vs. 110 with 10 years or fewer years). In the
group with 10 or more years of experience, only 68.6% of clinicians reported strong confidence
to identify Complex PTSD, leaving 31.4% of clinicians in this group who did not indicate strong
confidence despite having 10 or more years in the field. This can be compared to those with 10
or fewer years of experience where almost half, 48.2%, of clinicians in this group did not
indicate strong confidence to identify Complex PTSD. This 24.4% decrease in the percent of
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clinicians reporting strong confidence between those with 10 or more vs. those with 10 or fewer
years of experience seems to indicate that years of experience does make some difference in
strong confidence to identify Complex PTSD per these simple crosstab comparisons. However,
from what is shown here, it may be that more years in the field is not the only factor, or perhaps
not a consistent enough factor on its own to ensure strong confidence to identify Complex PTSD.
Why that may be the case is unclear from the data available in the M-TES, and future research
would be needed to further explore why this may be. A consideration for change in the field
could be that clinicians with more years in the field need updated and enhanced trauma trainings
to keep them informed of changes in the trauma field.
Of the clinicians with 10 or more years of experience, 85.7% indicated adequate
confidence to identify Complex PTSD, leaving 14.3% who indicated non-adequate confidence to
do so, even though that they have been in the field for quite some time and undoubtedly have
encountered clients with Complex PTSD. Of those with 10 or fewer years of experience, only
71.8% of clinicians indicate adequate confidence to identify Complex PTSD, which makes more
sense as these clinicians have not been in the field for very long and may have had less exposure
to clients with Complex PTSD. It could be expected that for clinicians with fewer years of
experience they would need more time and experience to accumulate confidence.
There is an increase in the percent of clinicians who indicate adequate confidence across
both groups compared to strong confidence. As was the case for PTSD, adequate confidence
increases progressively with increase of years of experience, as follows: 0-3 years 66.7%, n=4;
3-5 years 67.8%, n=19; 5-10 years 73.6%, n=56; 10-20 years 82.8%, n=48; 20+ years 89.4%,
n=42; all 169 of 215. There is a decrease of 25.3% in the percent of clinicians who indicate
adequate confidence between those with 20 or more years of experience compared to those with
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0-3 years of experience. This suggests that years of experience in the field does support increased
adequate confidence to identify Complex PTSD. To further explore the role of years of
experience in clinical confidence to identify Complex PTSD, a more detailed breakdown of years
of experience can be reviewed (Appendix G). For the category of confidence to identify
Complex PTSD, the percent of clinicians who indicate strong confidence is modest throughout
all groups of years of experience and attenuates compared to PTSD throughout the groups (with
only 0-3 years staying the same for PTSD and Complex PTSD) as follows: 0-3 years 50.0%,
n=3; 3-5 years 46.4%, n=13; 5-10 years 53.9%, n=41; 10-20 years 61.1%, n=36; 20+ years
76.6%, n=36; all of 129 of 215).
As was conducted for RQ1 above and based on the wide disruption of confidence
explained in the above paragraph, a post hoc preliminary correlation was run on the full rank
category variables of confidence to identify Complex PTSD and years of experience to
understand this relationship more (Appendix G). As for RQ1 above, a nonparametric correlation
between each variable’s full five categories were utilized as rank ordered levels allowing for a
spearman Rho metric to be employed. With an N of 215 rrho= .215 (p=.001) suggesting a
modest but highly statistically significant relationship between the two variables. Recoded so
both variables represented an increase in years with an increase in confidence level, the r=.215
suggests a modest relationship that shows that as clinicians increase in years, they have a slight
increase in confidence. But with a modest .215 effect size, clearly this relationship is not as
straight forward suggesting that some crosstab cells are more populated outside of a direct linear
slope. Indeed, as demonstrated in Appendix G, the Y and Z crosstab cells break the linear
relationship and decrease the magnitude of the correlation. Future research will need to examine
these relationships more closely, considering non-linear and more complex associations between
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Complex PTSD and years of experience. It could be that years of experience provide some
benefit to identifying PTSD but less benefit for Complex PTSD because the latter only recently
received an official diagnostic criterion from the ICD and still awaits official classification under
the DSM nomenclature. However, it is clear that future research beyond the current survey (MTES) will be needed to better understand these dynamics and there might be great utility for
graduate training programs and mental health clinics as these issues are studied more and better
understood.
Highest Level of Complex PTSD Training: RQ2c
As was the case with PTSD, training on Complex PTSD was presented to participants in
the M-TES as four categories of training specific to Complex PTSD and was initially broken
down into the following groups (of which participants could indicate as many forms of training
as were relevant): formal, informal, self-learning and none. Complex PTSD training was then
recoded to identify what the highest level of training is for each clinician for Complex PTSD.
For those who indicated formal as their highest level of Complex PTSD training, 67.7% of
clinicians reported strong confidence to identify Complex PTSD, and 83.5% in this formally
trained group indicated adequate confidence. Of clinicians who were formally trained in
Complex PTSD 16.5% reported non-adequate confidence to identify Complex PTSD. Though it
is questionable as to why after receiving formal training in Complex PTSD, 32.3% of clinicians
in this group did not report strong confidence to identify Complex PTSD and begs the question
of what other factors are interfering with the percent of clinicians’ indicating strong confidence
in this skill.
In the group who indicated informal as their highest level of Complex PTSD training,
under half, 42.2%, of clinicians indicated strong confidence to identify Complex PTSD, and only
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67.5% indicated adequate confidence. This leaves a large group, 55.8% of clinicians who have
been informally trained in Complex PTSD but do not indicate strong confidence to identify the
disorder, and 32.5% of clinicians in this same group who did not even indicate adequate
confidence to identify Complex PTSD. From this simple crosstab it seems clear that formal
Complex PTSD training has a notable relationship with increasing clinician confidence while
informal training does not seem to greatly increase clinician confidence to identify Complex
PTSD.
To look further into highest level of training categories, only none of clinicians who
indicated self-learning as their highest level of Complex PTSD training indicated strong
confidence to identify Complex PTSD; though this was only out of 6 of 212 clinicians who
reported self-learning as their highest level of Complex PTSD training. On one hand this makes
sense as self-learning can only go so far, however, because Complex PTSD has only been
recently formalized, one might guess that self-learning would be one of the best available ways
to learn about Complex PTSD. Further research would need to be done to understand the
relationship between self-learning of PTSD and Complex PTSD on diagnostic confidence in
clinicians.
Research Question 2: Discussion of Additional M-TES Responses
As has been mentioned, Complex PTSD is not represented as a diagnostic criterion in the
DSM-5 (APA, 2013). On one hand, it makes sense that many clinicians may not report
confidence in identifying Complex PTSD because it has not been formalized. On the other hand,
from a clinical and conceptual perspective Complex PTSD is highly relevant and prevalent, such
that it requires differentiation from its counterpart PTSD in order to come up with an effective
treatment strategy. In the M-TES clinicians were asked to rate their familiarity of two important
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diagnostic criteria for Complex PTSD. The first diagnostic criterion of Complex PTSD clinicians
were asked to rate is that from the ICD-11 (WHO, 2019), which represents international
standards of diagnostic criteria vs. the DSM-5 which represents standards of the APA (2013).
The second diagnostic criterion of Complex PTSD clinicians were asked to rate is that of author
Judith Herman from her publication of Trauma and Recovery (Herman, 1997). Trauma and
Recovery (1997) is considered a seminal text often used in trainings and the study of
psychological trauma, within which it includes a complete diagnostic criterion for Complex
PTSD.
Thus far, findings have indicated that overall, clinicians in this study are generally
confident identifying Complex PTSD. However, only 13.9% (30) of clinicians indicated that
they were very (equivalent rating as strongly) familiar with the ICD-11’s (WHO, 2019) criterion
for Complex PTSD and only 42.1% (91) were adequately familiar (very and moderate
combined) with this conceptualization. This means that 86.1% of this clinician group do not
report strong confidence in their familiarity with this diagnostic criterion and 57.9% do not even
report adequate confidence. In many ways this makes sense, as this official diagnostic
conceptualization is incredibly new; however, information about the ICD-11 criteria for
Complex PTSD has been available prior to its official publication in 2019 and its approved use in
January 2022.
Similarly low endorsement was indicated specific to clinician familiarity of Judith
Herman’s (1997) criterion for Complex PTSD. In this categorization, only 28.1% of clinicians
indicated being very familiar with this conceptualization, suggesting that even though generally
clinicians have reported confidence to identify Complex PTSD, 71.9% of clinicians in this study
did not indicate strong confidence in their familiarity of this very popular conceptualization of
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Complex PTSD. Only 10.7% in the overall group did not endorse adequately confidence in their
familiarity, which is more promising but suggests that most clinicians in this study are only
moderately familiar vs. very familiar. It is more concerning that familiarity with Herman’s
conceptualization is low compared to the ICD-11 considering that this conceptualization has
been prominent in the field of trauma psychology for over 20 years. Moreover, the last 10 or
more years has seen a large push to officially codify Complex PTSD in the DSM and ICD
systems which is well known within the trauma field (Karatzias and Levendosky, 2019) and
discussed or presented at more general national conferences. Overall, these responses call into
question where and from what conceptualization are clinicians gaining confidence about their
ability to identify Complex PTSD if not from these two sources (Phillips and Raskin, 2021).
Research Question 2: Summary of Single Factor Examination
In this Research Question 2 section, each factor was considered via a simple approach, a
single factor was discussed in relationship to confidence to identify Complex PTSD. Later in this
chapter a more comprehensive interpretation of the findings of the three paired factors will be
discussed, where the influences and relationships of two factors will be considered when looking
at clinician confidence to identify Complex PTSD. Research Question 2 asks: What was
clinician’s confidence in their ability to clinically identify Complex PTSD? With each factor
considered separately, it’s fair to say that clinician confidence is adequate across all factors but
with less endorsement of confidence compared to PTSD.
Similar to PTSD, it seems that within each principal factor, both groups report at least
moderate if not strong confidence to identify Complex PTSD, except in the factor of primary
clinical focus, where a particularly low percent of the non-trauma clinicians report adequate
confidence. In the overall group, in the group of trauma clinicians, and in the group of clinicians
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who have 10 or more years of experience, the percent of clinicians reporting strong confidence to
identify Complex PTSD were lower than would be hoped for. In the abovementioned groups,
adequate indications of confidence were satisfactory, suggesting that across the board clinicians
in these groups do have at least moderate confidence to identify Complex PTSD from these
simple crosstab comparisons. In the highest level of training section, those with formal training
in Complex PTSD did seem to have good levels of strong confidence to identify Complex PTSD,
whereas clinicians with informal highest level of Complex PTSD training indications of
confidence were much lower than expected. Further and more complex exploration of the
association of these factors on clinician confidence to identify Complex PTSD will be reviewed
below.
Synthesizing Findings for Confidence to Identify PTSD and Complex PTSD
Overall Confidence to Identify PTSD and Complex PTSD
In the overall group of clinicians who participated in the M-TES, there seems to be
satisfactory confidence across the board to identify both PTSD and Complex PTSD, but strong
confidence to do so is lacking. Throughout the study more clinicians rate higher levels of
confidence to identify PTSD compared to Complex PTSD. This is unsurprising as PTSD has
been a recognized diagnoses for much longer than Complex PTSD. In reviewing strong
confidence ratings for both diagnoses in the overall group, there is a 19.4% decrease in the
percent of clinicians reporting strong confidence to identify Complex PTSD compared to PTSD.
Similarly, in reviewing adequate confidence ratings between the diagnoses, there is a decrease of
17.1% in the percent of clinicians who report confidence to identify Complex PTSD compared to
PTSD. In short, a higher percent of clinicians indicate confidence to identify PTSD than
Complex PTSD.
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It is important to note, this data does not indicate the reason why more clinicians do not
rate higher levels of confidence to identify Complex PTSD. Moreover, a clinician’s lack of
confidence in identifying PTSD or Complex PTSD is not necessarily associated with false
positive and false negative diagnostic errors in the diagnosis of PTSD and/or Complex PTSD.
Nor is it necessarily associated with negative outcomes and low efficacy in treatment. The
relationship of clinician’s confidence to identify PTSD and Complex PTSD and the diagnostic
accuracy and treatment outcomes for clients will require further research. However, a lack of
confidence to identify either PTSD or Complex PTSD is concerning in its own right. Clearly
clients want to be assessed by clinicians who have adequate skill and confidence in that skill to
diagnosis appropriately. This issue is revisited briefly in the “Limitations” section below.
Primary vs. Non-Primary Clinical Focus in Trauma: RQ1a and RQ2a
A large percent of the trauma focused clinicians indicated strong confidence to identify
both PTSD and Complex PTSD, with a greater percent of these clinicians indicating confidence
to identify PTSD over Complex PTSD. In these groups, there is a decrease of 15.8% in the
percent of clinicians reporting strong confidence to identify Complex PTSD compared to PTSD.
In these same groups of trauma clinicians, in the category of adequate confidence, there is a
decrease of 11.3% in the percent of clinicians reporting confidence to identify Complex PTSD
compared to PTSD. This group of trauma clinicians report higher confidence to identify both
diagnoses than the overall group of respondents in this study.
In the group of non-trauma clinicians, the trend continues where more clinicians endorse
confidence to identify PTSD than Complex PTSD, but with an even higher decreases in the
percent of clinicians reporting confidence for Complex PTSD identification. In this non-trauma
clinician group, strong confidence to identify Complex PTSD decreases by 39.2% compared to
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PTSD. In this same non-trauma group, the percent of clinicians reporting adequate confidence to
identify Complex PTSD decreases by 22.4% compared to PTSD. As expected, the non-trauma
clinicians are less confident in their ability to identify either of these diagnoses, with less
confidence to identify Complex PTSD.
On one hand, these findings are reassuring, as they seem to indicate that clinicians are
comfortable in their ability to recognize their strengths and weakness. This suggests that results
are not being negatively impacted by social desirability bias, where “due to self-preservation
concerns, survey respondents underreport socially undesirable activities and overreport socially
desirable ones” (Krumpal, 2013, p. 1). However, as the trend continues of fewer non-trauma
clinicians reporting confidence to identify these diagnoses, concerns remain that regardless of a
clinician’s desire or intention of working with trauma, it is inevitable that they will have clients
on their caseload who have PTSD or Complex PTSD. At some point it is imperative that the nontrauma clinicians are able to identify PTSD and/or Complex PTSD to in order to adequately treat
the client (da Silva et al., 2019). Although it is not realistic to expect all clinicians to be
interested in working with trauma, or even to have the skills to do so, it is important for all
clinicians to be able to identify these stress-related disorders, as clients with trauma receiving
mental health care may need specific referrals to providers that do specialize in the treatment of
trauma.
Years of Clinical Experience: RQ1b and RQ2b
As expected, more clinicians with 10 or more years of experience reported confidence to
identify both PTSD and Complex PTSD than those with 10 or fewer years of experience. In the
group of clinicians with 10 or more years of experience there is a decrease of 19.1% in the
percent of clinicians who report strong confidence to identify PTSD compared to the percent of
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clinicians who report strong confidence to identify Complex PTSD. In this same group, there is a
decrease of 12.6% in the percent of clinicians who report adequate confidence to identify PTSD
compared to Complex PTSD.
In the group of clinicians with 10 or fewer years of experience, there is a decrease of
19.6% in the percent of clinicians who report strong confidence to identify PTSD compared to
complex PTSD. And in this same group there is a decrease is 28.6% in the percent of clinicians
who report adequate confidence to identify PTSD compared to Complex PTSD. The drop in
percent of clinicians indicating strong confidence to identify Complex PTSD is similar in both
groups, which may suggest that many within the field are not strongly confident in their ability to
identify Complex PTSD, which makes sense considering that the official diagnostic criterion is
very new. Conceptualized another way, even for those with more experience, there continues to
be a dichotomy between PTSD and Complex PTSD. In this factor of years of experience and
these simple crosstab calculations, a higher percent of clinicians with 10 or more years of
experience rate higher levels of confidence to identify both diagnoses. Overall, in these two
groups, more clinicians indicate confidence to identify PTSD than they do Complex PTSD. In
order to unpack these findings, the complex paired crosstab calculations were employed and will
be discussed in later in this chapter.
Further questions arise, such as, are more recent graduates of training programs getting
more access to the pending official diagnostic criteria for Complex PTSD in the DSM?
Additional volumes of the current study (M-TES) can begin to examine this issue more closely,
but future research will be needed to understand the complex relationship between confidence to
identify PTSD and Complex PTSD and clinicians’ years of experience. One aspect to understand
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more is whether lack of strong confidence comes from a lack of official diagnostic criteria, as
Complex PTSD has not officially been a well circulated or accepted concept to date.
Highest Level of PTSD and Complex PTSD Training: RQ1c and RQ2c
The factors of highest level of PTSD and Complex PTSD training are explored next. In
the category of formal training in PTSD and Complex PTSD respectively, confidence to identify
PTSD and Complex PTSD appears more balanced. Of clinicians with formal training in PTSD
and Complex PTSD, respectively, 84.2% of clinicians indicated strong confidence to identify
PTSD compared to 81.1% of clinicians who indicated strong confidence to identify Complex
PTSD, showing only a 3.6% decrease between the two. The percent of clinicians reporting
adequate confidence is robust for both PTSD and Complex PTSD identification from the formal
training group (97.5% and 94.3% respectively). In the formally trained groups, it is promising
that adequate confidence is high across the board, suggesting from these simple crosstab
calculations that formal training seems to have an association with clinician confidence to
identify each of these diagnoses. The similarity in responses in these groups may also suggest
that formal training starts to bridge the gap in adequate confidence to identify these two
diagnoses, but that formal training does not seem to have as robust of a relationship with strong
confidence as would be expected.
The number of clinicians who indicate confidence reduces considerably in the review of
the informal highest level of training groups; however, sample sizes also reduce. Informal
highest level of training is the only area in which strong confidence is endorsed at a lower rate
for PTSD than Complex PTSD, a decrease of 6.3% in the percent of clinicians reporting such.
There is a notable decrease between adequate endorsements of confidence in the informal
training group with a decrease of 18.6% in the percent of clinicians reporting adequate
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confidence between PTSD and Complex PTSD. Perhaps a more valuable distinction here is the
decrease of clinicians endorsing strong confidence between those with formal training compared
to informal training. There is a decrease of 40.6% in the percent of clinicians indicating
confidence to identify PTSD between the formally and informally trained groups, and a decrease
of 34.1% in the percent of clinicians reporting confidence to identify Complex PTSD between
formally and informally trained clinicians. Considering that informal training includes on the job
training, conferences, coursework, supervision, one might hope that indications of confidence
would be higher in the informally trained clinician group. This highlight that formal training,
which includes trauma specific trainings and certificate programs, may have a relationship with
clinician confidence to identify these two diagnoses. Future research is needed to support these
initial exploratory findings; however, it may be that an important area in the field would be that
of enhancing and expanding informal training strategies to include more focused training specific
to PTSD and Complex PTSD to increase clinician confidence.
Discussion of the Complex Crosstab Paired Analysis Approach
Confidence to Identify PTSD: Three Paired Factor Discussion
The three paired complex crosstab approach yielded interesting initial findings in the
relationship between clinician confidence to identify PTSD and the three principal factors of
working primarily in trauma, years of experience, and highest level of training. This approach
allowed the researcher to better understanding the relationships between all three factors through
a three-paired crosstab paradigm. Findings from the paired crosstab of working in trauma and
years of experience demonstrated that both factors are related to the increase or decrease in the
number of clinicians who have strong confidence to identify PTSD. But the largest finding
suggested that not working in trauma clinically has a greater attenuating association on the
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clinicians’ confidence in identifying PTSD and this was further exacerbated when combined with
having less experience.
When the factor of highest level of training is considered, it appears even more the case
that not working in trauma clinically, has a greater downward association on the sample’s
confidence in identifying PTSD and this factor is further exacerbated as we add the factors of
highest level of training or years of experience. Perhaps more important, while training level
does seem to have a relationship, based on the aggregated findings across the first three crosstab
tables, formal training does not seem to hold the most weight in influencing clinician confidence
to identify PTSD. This appears to come more from years of experience and mainly from working
primarily in trauma. Indeed, formal training among those that did not work primarily in trauma
did not increase the expected count for that subgroup. Only when formal training was combined
with working primarily in trauma did the actual counts increase above the expected counts. Thus,
it would appear that working in trauma has the strongest association with more confidence to
identify PTSD followed by years of experience, regardless of the clinician’s specialty. Formal
training, only adds a tertiary increase in the number of clinicians reporting strong confidence and
only in some combined situations, greatly limiting the apparent relationship of formal training.
These findings are more nuanced than the simple crosstab findings suggested in terms of formal
training. Only in these more complex crosstab analyses, does a better picture emerge of the
relative association of the three principal factors with clinicians’ confidence to identify PTSD.
This raises many issues to consider. Could it be that more seasoned clinicians did not get
formal training so there are not that many representing this subgroup? To understand this more, a
quick examination of the actual counts of clinicians with 10 or more years of experience and
formal training compared to clinicians with less than 10 years of experience and formal training
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is reconsidered here. Based on all the data for this question (Table 35 only gives partial
information for strong and moderate) there were 100 clinicians included with more than 10 years
of experience and 88 of these 100 (88.0%) had formal training. In contrast there were 95
clinicians with less than 10 years of experience and 66 of these 95 (68.0%) had formal training in
PTSD. Indeed, the clinicians with more than 10 years of experience were more likely to have had
formal training in PTSD. However, PTSD has been a diagnosis in one version or another since
1980. A lack of formal training in such a common disorder among the general clinician
population is puzzling. How common is it for clinicians in the United States to have some
formalized training in PTSD? The current sample of clinicians is not necessarily representative
of the general United States mental health clinician population, but it raises the question of how
common formalized PTSD training is within the United States.
Perhaps even more alarming is that when clinicians reportedly received formal training in
PTSD, this was not strongly associated with more confidence to identify PTSD. Indeed, working
primarily with trauma clients was the clear factor associated with confidence, and this makes
sense as these clinicians identified and diagnosed PTSD on a regular basis. As with any
specialization, clinicians develop great skill in the basics of assessment and treatment of their
specialized area. The concern is for the clinicians that do not hone their skills in such a
specialization each week but are responsible for identifying PTSD among general mental health
utilization clients. And even more concerning, when non-trauma clinicians have formal training
in PTSD, this does not appear to largely relate to raising this subgroup’s rate of strong
confidence to identify PTSD. Certainly, all clinicians, once out in the field for a few years,
should have confidence to identify a disorder with substantial prevalence in the general
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population and the utilization samples that come to primary and secondary general mental health
care services (da Silva et al., 2019; Sheeran & Zimmerman, 2002).
It is also important to note that before the more complex crosstabs were analyzed, it
appeared that formal training had a strong relationship with strong confidence to identify PTSD.
However, from these complex crosstab calculations it seems this is more likely due to the
confounding variable of the trauma clinicians who work primarily with trauma, which accounted
for 71.9% (156 of 217) of the overall sample. Indeed, only when we looked across the three
paired complex crosstabs do we see that much of the relationship appears to stem from working
primarily with trauma clients and less to do with formalized training.
This raises the question of how do we combat the issue of increasing confidence and
likely competence in identifying PTSD among clinicians outside of the trauma field? How do
mental health service delivery systems adequately identify PTSD among general mental health
clients in order to refer them to specialists? Are we able to better train generalist clinicians to
identify PTSD and make the proper referral? Moreover, if current formal training modules and
classes are not adequately increasing clinicians’ confidence to identify PTSD, can new modes of
training prove better in increasing confidence and possibly competence to identify PTSD? Or do
mental health care delivery systems need to rely on well researched screening instruments for
PTSD? Would automatic screening instruments (administered to all clients) that show excellent
psychometric sensitivity to bypass general mental health clinicians lack of confidence be a better
approach to identify and refer to a specialist? More research should consider the impact of a
well-researched and highly sensitive screening instrument (Trevethan, 2017) as an alternative to
developing and implementing widespread formal training. Especially given the lack of efficacy
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demonstrated for those that reported formal training in PTSD, based on the current study’s initial
findings.
Indeed, based on the current findings, formal training only seemed to make an impression
on confidence for the trauma clinicians who gained from some interaction of the training and the
continued frequent experience of working with clients with trauma. While not all the clinicians
worked in group and agency settings, the gain in knowledge from colleagues is often overlooked
but consistently spoken about during workshops with clinicians in private practice, who often
explain they feel isolated and lack more on the job skill development (Meiselman, 2018;
Meiselman, A & King, A., 2017). Subsequent volumes of the current survey can start to peel
back these issues a little but future research needs to unpack how clinicians continue to develop
skills within trauma after they become licensed and leave formal supervising relationships.
Moreover, how clinicians are trained in PTSD within their clinical programs should also be
better understood. If formal training is not having a large association with confidence to identify
PTSD, we need to understand how to improve this issue. If formal training cannot be improved,
other than good screening aids, what other options do we have to help train our clinical
workforce to combat the widespread issue of trauma in our society.
As described below in the Limitations section, much of this discussion assumes some sort
of relationship between the clinician’s confidence to identify PTSD and their competence and
skill to identify PTSD. It is possible they are hesitant and lack the confidence but are perfectly
able to accurately identify PTSD among the general population. Future research will need to
establish the strength of the relationship between clinicians’ confidence and their actual ability to
identify PTSD. Moreover, if they are competent but hesitant, would this still result in their not
making such a diagnosis and referral? How each of these intertwined concepts relate to each
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other will need to be better understood through additional research and further review of the
diagnostic decision-making literature (Campbell et al, 2019; Magnavita, 2016; Meiselman,
2002).
Confidence to Identify Complex PTSD: Three Paired Factor Discussion
The three paired complex crosstab approach is next discussed for the findings on
clinician confidence to identify Complex PTSD. As was employed for PTSD, the matched
versions of analysis for Complex PTSD revealed additional information in understanding the
pattern of confidence levels in identifying Complex PTSD across the three principal factors:
primary focus in trauma, years of experience, and highest level of training in Complex PTSD.
When considering this discussion on Complex PTSD, it is again important to note that this
survey was being administered just a couple of years after the initial release of the ICD-11
(WHO, 2019) official classification system for Complex PTSD, and before its official launch for
implementation. Therefore, this survey represents one of the first examinations of clinicians’
confidence in identifying Complex PTSD among their clients. Moreover, many mental health
clinicians are still unaware that such an official diagnostic criteria system exists for Complex
PTSD (Phillips and Raskin, 2021). This might be due partially to the fact that in the United
States clinicians have a somewhat removed relationship with the ICD system (Phillips and
Raskin, 2021), preferring to use and follow the DSM (APA, 2013). In fact, many clinicians in the
United States do not seem to understand the close relationship between the two diagnostic
systems (Meiselman, 2002; Meiselman, 2020; Phillips and Raskin, 2021). Moreover, some
clinicians might have heard of the controversy of the DSM decision to not include Complex
PTSD in the 5th edition despite Judith Herman and other proponents advocating for its inclusion
(VA.GOV, 2021).

FACTORS ASSOCIATED WITH CLINICIAN CONFIDENCE
190
The findings reported here raise myriad additional questions and concerns including
whether formal training in Complex PTSD can combat the lower-than-expected levels of
clinician confidence to identify Complex PTSD. As was observed for PTSD in more trauma
clinicians reported strong confidence to identify Complex PTSD compared to the expected count
based on the proportion of trauma clinicians reporting strong confidence to identify Complex
PTSD. This pattern was twice as strong (29.44% versus 14.01%) for the clinicians with 10 or
fewer years of experience compared to the more experienced group. This suggests an additional
interaction between the factors of working primarily in trauma and whether the clinicians had
more or less than 10 years of clinical experience. While this represents a modest relationship, its
doubling in strength is worthy of further examination, especially considering that the stronger
increase beyond proportionate expected counts is larger for the less experienced clinicians. To
understand this issue, we must consider more of what this specific paired crosstab demonstrates.
Perhaps the most concerning findings described in Table 36 was the decrease of 65.9%
from expected numbers of clinicians that reported strong confidence to identify Complex PTSD
if they had under 10 years of experience. Indeed, of the 110 clinicians in the current sample who
had 10 or fewer years of experience in a mental health field, only 57 of them reported a strong
level of confidence to identify Complex PTSD (51.8%). Across the findings for this pairing,
while years of experience was associated with level of confidence, the bulk of the relationship, in
the context of this pairing, appears to stem from working primarily in the trauma field as was
shown in the results above for PTSD as explored by Research Question 1. Moreover, even when
the clinicians had 10 or fewer years of experience, more of them reported a strong confidence
than would be expected when controlling for the proportionate distribution of the clinicians
across these categories if they also worked primarily in the trauma field. This raises many
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questions to consider. However, as it is unpacked more below, perhaps the recency of the
Complex PTSD official diagnosis has had an unusual effect or lack of effect on the experience
levels of the clinicians. This is considered more below after reviewing more of the findings.
Continuing to adhere to the same order of crosstab analysis as used for PTSD, the
crosstab for highest level of training by working primarily in trauma was revisited next for
clinician confidence to identify Complex PTSD. The findings revealed that regardless of whether
the non-trauma clinicians had formal or informal training, there were still less of them compared
to expected counts based on proportional frequency distributions compared to the subgroup of
clinicians who worked primarily in trauma. However, it’s important to note this is based on very
small cell membership. Indeed, whether or not the trauma clinicians had formal or informal
training in Complex PTSD, it had little association on their actual versus expected counts with
both subgroups receiving more than their expected counts. This suggests that, just as was found
for PTSD, working in the trauma field has a strong relationship with a clinician’s confidence to
identify Complex PTSD. However, as previously discussed, PTSD and Complex PTSD are
highly prevalent among the general population and extremely common among all mental health
utilization samples. Thus, having a lot of clinicians outside of the trauma field who report less
confidence to identify Complex PTSD (and PTSD) presents a problem for the trauma field and
any health care service contending with trauma among its clients (da Silva, 2019; Sheeran &
Zimmerman, 2002).
The question remains, how are clients with trauma going to be consistently identified in
general mental health care settings and be referred onto specialized trauma services? But to fully
understand the current data, we must first reconsider the last complex cross tab which removed
working primarily in trauma from consideration, collapsing these groups into one to examine the
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factors of years of experience and highest level of training and their relationship with clinicians’
confidence to identify Complex PTSD.
In exploring confidence to identify PTSD, when the crosstab was considered as a whole
(Table 38), it appeared to support the notion that both formal training and more experience both
contribute to having stronger confidence in identifying PTSD. But these associations were not as
strong as the factor of working primarily in trauma. Indeed, formal training did not appear to
have a strong relationship with clinicians’ confidence to identify PTSD. In considering the same
issue with identifying Complex PTSD, the crosstab (Table 38) showed a similar though
somewhat attenuated pattern with years of experience and formalized training having even less
of association with a strong confidence. Moreover, the clinicians in the subgroups of informal
training in Complex PTSD and both groups of years of experience (10 or more and 10 or fewer
years) did not demonstrate major differences outside expectations for the strongly confident
subgroup.
To understand this issue more, this researcher decided to analyze more elements of the
M-TES briefly to shed more light on what was happening for the clinicians in the sample. First,
the percentage of the more experienced clinicians with formal training was compared to the
group of less experienced clinicians in the context of identifying Complex PTSD, just as was
analyzed above for PTSD. The issue to consider here is since Complex PTSD is a more recent
official diagnostic category not included in the current DSM-5 edition, we need to understand the
basic numbers of clinicians who reported some formal training in Complex PTSD and then
compare this back to the results for PTSD. Could it be that more seasoned clinicians did not get
formal training so there are not that many representing this subgroup? To understand this more, a
quick examination of the actual counts of clinicians with 10 or more years of experience with
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formal training in Complex PTSD compared to clinicians with less than 10 years of experience is
reconsidered here. Found in Appendix E, there were 103 clinicians included with more than 10
years of experience and 67 of 103 (65.0%) had formal training. In contrast there were 107
clinicians with less than 10 years of experience and 39 of 107 (36.4%) had formal training in
PTSD. Indeed, the clinicians with 10 or more years of experience were more likely to have had
formal training in Complex PTSD despite Complex PTSD being a very recent formalized
diagnosis.
So, for the current sample, more experienced clinicians tended to have formalized
training in Complex PTSD compared to the less experienced group. However, the survey
question did not ask whether their formal training in Complex PTSD included formalized
diagnostic criteria, nor did it specify when they had such training. The concept of Complex
PTSD has been around the trauma field since the mid 1990s after Judith Herman (1997) coined
the term and introduced the concept in 1988. Unfortunately, the current survey did not allow for
the researchers to unpack this issue more and future research should also focus on the specific
topic areas that the formal training included and did not include.
To understand the current study’s data better on this issue, a quick check on the
frequency differences for experienced and inexperienced clinicians’ familiarity on the ICD-11
(WHO, 2019) and Judith Herman (1997) versions of Complex PTSD is helpful. Added as a post
hoc descriptive statistic follow up, Appendix G shows the crosstabs of years of experience,
primary trauma, and highest level of training by familiarity with the ICD-11 and Herman’s
versions of Complex PTSD. The next volume of the M-TES report will further unpack these
findings, but preliminary analyses support the notion that as was found in the other findings in
Volume I, working primarily in trauma had a strong relationship with the degree of familiarity

FACTORS ASSOCIATED WITH CLINICIAN CONFIDENCE
194
the clinicians had with both the ICD-11 and Judith Herman’s versions of Complex PTSD. Indeed
only 11 of 61 (18.0%) clinicians not working in trauma reported either very or moderate
familiarity in the ICD-11’s version of Complex PTSD contrasted with 80 of 155 (51.6%) of the
trauma clinicians who report in this range of familiarity. A similar pattern emerged for Judith
Herman’s version of Complex PTSD with 15 of 61 (24.6%) of the non-trauma clinicians
contrasted with 92 of 156 (59.0%).
But when we turn to the crosstab of ICD-11 Complex PTSD and years of experience, we
start to appreciate the nuanced and complex issues at play. In this context, clinicians with less or
more than 10 years of experience appear somewhat similar. 45 of 105 (42.8%) clinicians with 10
or more years of experience reported either very or moderate familiarity in the ICD-11’s version
of Complex PTSD contrasted with 46 of 111 (46.7%) of the clinicians with 10 or fewer years of
experience. Thus, while working in trauma was strongly associated with familiarity with the
ICD-11’s Complex PTSD schema, this did not translate to years of experience.
Perhaps the ICD-11’s Complex PTSD version is so recent that experienced clinicians do
not gain from this difference in experience. In fact, maybe many recent graduates benefit from
being in training opportunities that offer more up to date and current diagnostic
conceptualizations? This makes sense and is further corroborated by a brief analysis of the same
groups but focused on their familiarity with Judith Herman’s conceptualization, which dates
back to the mid-90s (Herman, 1997). Indeed, when we analyze this crosstab, more clinicians
with 10 or more years of experience report higher levels of familiarity with Herman’s concept of
Complex PTSD (52.3% for 10+ years vs. 39.6% for 0-10 years) which makes sense since they
benefit from more time in the field and a concept that has been around since 1988 (Herman,
1997).
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Turning briefly to the relationship between the clinicians’ highest level of training in
Complex PTSD and their familiarity of the ICD-11’s version of Complex PTSD, we approach
the issue slightly differently. Of the 29 clinicians who report being very familiar with the ICD-11
Complex PTSD, 23 of 29 had formal training in Complex PTSD. Of the 90 who reported either
being very or moderately familiar with ICD-11 Complex PTSD, 55 of 90 reported being formally
trained in Complex PTSD. However, of the 105 of 211 clinicians that reported formal training in
Complex PTSD, 50 of 105, nearly half, reported only somewhat to no familiarity with the ICD11 concept of Complex PTSD. Thus, it would appear for this sample that, while formal training
does seem to be associated with stronger familiarity, formal training, in its current form, does not
seem to be sufficient to warrant more desired levels of familiarity and as examined earlier,
confidence to identify Complex PTSD. More complex crosstabs of this issue paired with
working primarily in trauma or not is the next step to understand these nuanced relationships,
which will be covered more in future volumes of the M-TES survey.
Initially this researcher considered whether more seasoned clinicians did not get formal
training in Complex PTSD given its recency, but after further examination of the survey’s data,
the story appears more complicated and will need to be pursued more in subsequent volumes of
the M-TES and future research beyond the current survey. At this stage, taken as a whole, the
lack of association that both training and years of experience seems to have on clinicians’
confidence to identify Complex PTSD raised issues to consider here. Working primarily in
trauma is strongly related to the both the confidence to identify PTSD and Complex PTSD as
well as clinicians’ familiarity with the ICD-11’s version of Complex PTSD.
This researcher initially hypothesized that unlike PTSD, clinicians with more experience
would not rate higher levels of confidence to identify Complex PTSD compared to their less
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experienced counterparts as the ICD-11 diagnostic criteria for Complex PTSD is new for
everyone in the field. More experienced clinicians, regardless of whether they are working in
trauma or not, appear to be familiar with Judith Herman’s version of Complex PTSD compared
to the less experienced clinicians, but this difference disappears as soon as they consider the
recent ICD-11 version of Complex PTSD. This is likely due to the fact that the more experienced
clinicians do not gain an advantage because the ICD-11 version was just released in recent years.
Perhaps troubling, clinicians across the spectrum of experience were not that familiar with the
ICD-11 version. Perhaps one of the major differences between PTSD and Complex PTSD is that
many of the clinicians with 10 or more years of experience do not know of the formal and new
diagnostic criteria of Complex PTSD in the ICD-11. Indeed, the DSM-5 deferred deciding such
inclusion until after the ICD-11. Many United States based clinicians are less aware of the ICD
(Clark et al., 2017; Meiselman, 2018; Meiselman, 2002). In contrast, the findings showed that
there were many more clinicians with 10 or more years of experience who reported a strong
confidence to identify PTSD which has been in the DSM since 1980 in one version or another.
Turning back to the clinicians with formal training in Complex PTSD, this did not seem
to be associated with a substantial increase in the number of clinicians who reported a strong
level of confidence to identify Complex PTSD. This contrasted with the factor of working
primarily in trauma which clearly suggested a synergistic relationship of formal training and
working in trauma. Here, with colleagues nearby and weekly trauma work, clinicians are likely
able to practice concepts on a regular basis, increasing their confidence. In contrast, outside of
the field, they are not as easily able to do so. Overall, formal training did not have as large an
association with confidence to identify Complex PTSD compared to PTSD, regardless of
whether the clinicians worked in trauma or not. As addressed above, it is unclear whether this is
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due to the novelty and recency of the official criteria for such a diagnosis, or a different factor
completely.
Summary of Three Paired Principal Factor Examination for PTSD and Complex PTSD
Having now discussed the three paired crosstabs for both PTSD and Complex PTSD, this
section briefly concludes Research Questions 1 and 2 by reviewing some noteworthy differences
between the simple approach and the three paired crosstab approach. Once again, Research
Question 1 asks: What was clinician’s confidence in their ability to clinically identify PTSD?
Initial simple crosstab discussion suggested that clinician confidence was adequate across all
three principal factors, and that in the three principal groups, more of the trauma clinicians,
clinicians with 10 or more years of experience, and clinicians with formal training reported
strong confidence to identify PTSD than their counterparts. However, with the expansion of
understanding found in the three paired crosstab approach, a more nuanced story develops. The
greatest area for discussion in dissecting the three principal factors is that across the board, the
factor of being a trauma clinician supported the highest endorsements of strong confidence to
identify PTSD in comparison to all other factors. Similarly, not identifying as a trauma clinician
endorsed the lowest rates of confidence to identify PTSD. Years of experience follows as the
next noteworthy area of interest from the three principal factors, as the non-trauma clinician
group paired with those with 10 or fewer years of experience indicated concerningly low
endorsement of confidence to identify PTSD.
One of the most interesting points of discussion is that the highest level of training
principal factor had notably less of a relationship on clinician confidence to identify PTSD than
what would have been hypothesized at the start of the study, and what appeared to be showing up
in the simple crosstab comparisons. The three paired crosstab comparisons really seem to show
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that being a trauma clinician paired with having formal training is beneficial in enhancing rates
of confidence, while formal training for those who are not trauma clinicians has a very limited
bearing on clinician endorsements of confidence. In terms of answering Research Question 1, it
seems that clinician confidence to identify PTSD is strong if the clinician identifies as a trauma
clinician, is weak if the clinician does not identify as a trauma clinician, and that confidence from
formal training is only truly beneficial in the trauma clinician group. Furthermore, years of
experience does seem to make some difference in higher rates of confidence as clinicians gain
more years in the field, but this factor is strongly dependent on whether or not the clinicians
focus on trauma or not in their clinical work.
Next, the simple approach and the three paired crosstab approach is reviewed for
confidence to identify Complex PTSD. Research Question 2 asks: What was clinician’s
confidence in their ability to clinically identify Complex PTSD? From the simple approach, it
was apparent that confidence to identify Complex PTSD across all three factors was also
adequate, but with lower rates of endorsement than for PTSD. In this simple approach, there was
a notable decrease in the number of clinicians reporting confidence to identify Complex PTSD
from the non-trauma group. It did appear from the first simple crosstab comparisons that formal
training was a leading factor in clinician confidence to identify Complex PTSD compared to
informal training. From the three paired crosstab approach, once again, the results are much
more nuanced, and the discussion looks similar to that of confidence to identify PTSD. Overall,
there are lower levels of confidence to identify Complex PTSD than would be hoped for. The
trauma clinician group once again emerged as the leading factor seeming to most positively
influence clinician confidence to identify Complex PTSD. It seems noteworthy that the factors of
formal training and clinicians with 10 or more years of experience had even less of an
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association with clinician confidence to identify Complex PTSD than for PTSD. In an attempt to
answer Research Question 2, it again seems that being a trauma clinician is a leading factor in
rates of strong confidence and that the non-trauma clinician group paired with the other two
factors (years of experience and training) still struggles the most with confidence to identify
Complex PTSD. Clinicians with more years in the field do seem to have higher rates of
confidence than those with fewer years of experience, but the difference is less noticeable in the
identification of Complex PTSD than it was for PTSD. Similar to PTSD, it is notable that formal
training does seem to enhance trauma-clinician endorsement of confidence to identify Complex
PTSD, while formal training for the non-trauma clinicians has notably less of a relationship to
clinician confidence.
Research Question 3: Discussion
What was the clinician’s confidence in their ability to differentiate their treatment
approach when treating clients with PTSD versus Complex PTSD?
Overall Confidence to Differentiate Treatment Approach Between PTSD and Complex
PTSD
For Research Question 3, clinician confidence is discussed as it relates to differentiating
treatment approach between PTSD and Complex PTSD. In the overall group, only 44.2%
reported strong confidence to differentiate their treatment approach, leaving a surprising 55.8%
of clinicians not reporting strong confidence to do so. This is unexpected in comparison to the
percent of clinicians who reported strong confidence to identify PTSD and Complex PTSD.
These responses can be compared to the overall levels of strong and adequate confidence
reported to identify PTSD and Complex PTSD (PTSD, 74.5% strong and 94.5% adequate;
Complex PTSD, 60.0% strong and 78.6% adequate).
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Although the skill it takes to differentiate treatment approach is much more intentional
and refined compared to that of diagnostic identification (as was explored in RQ1 and RQ2), it is
still concerning that so few clinicians in the overall group indicated strong confidence in this
capacity. Once again it is notable to reflect that this research group is primarily comprised of
clinicians with advanced degrees and licensure, many have self-identified as trauma clinicians,
there are high levels of training in both PTSD and Complex PTSD and about half of this overall
group have 10 or more years of experience. Even when adequate confidence is considered,
24.5% of clinicians in this overall group still did not indicate adequate confidence to
differentiate their treatment approach between these two diagnoses. This means that about a
quarter of the percent of clinicians in the overall group are not even moderately confident to
differentiate their treatment approach.
The percent of clinicians’ who reported strong confidence to differentiate their treatment
approach decreases by 40.6% in comparison to confidence to identify PTSD and the percent of
clinicians decreases by 26.3% in confidence to differentiate treatment approach compared to
confidence identify Complex PTSD. Clearly, clinicians in this overall group are more strongly
confident in their ability to identify PTSD and Complex PTSD compared to differentiating their
treatment approaches between these diagnoses. The percent of clinicians who indicate adequate
confidence to differentiate their treatment approach decreases by 20.5% in comparison to
confidence to identify PTSD and 4.0% in confidence to identify Complex PTSD.
Primary vs. Non-Primary Clinical Focus in Trauma and differentiating treatment
approach: RQ3a
In the group of trauma-focused clinicians it could be expected that confidence would be
reported at high rates. However, even in this group of clinicians who specifically work with
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trauma, 44.2% still did not indicate strong confidence to differentiate their treatment approach
between PTSD and Complex PTSD. This is highly concerning considering this group selfidentifies as having a clinical focus on working with trauma. Even in the category of adequate
confidence in this group, 14.1% of clinicians do not indicate adequate confidence to differentiate
their treatment approach. Factors that contribute to this lack of confidence would be a highly
beneficial area of focus for future research, as there are many possible reasons for the
surprisingly lower percent of clinicians reporting confidence in this area. It is possible that the
skill necessary to differentiate treatment approach between these diagnoses is limited by
Complex PTSD being such a new formal diagnosis, paired with lack of formal treatment
strategies specific to Complex PTSD.
In the non-trauma clinician group, only 14.8% of clinicians reported strong confidence to
differentiate their treatment approach, leaving 85.2% who do not indicate such. Of course, it
makes sense that fewer non-trauma clinicians would report strong confidence in this skill. At the
same time, this is highly concerning for clients with trauma who are seeking care from clinicians
who don’t specialize in trauma work. In the non-trauma clinician group, only 47.6% report
adequate confidence to differentiate their treatment approach. This shows a 73.4% decrease in
the percent of clinicians reporting strong confidence from the primary to the non-primary group,
and a decrease of 44.5% in the percent of clinicians reporting adequate confidence when
comparing these two groups. In many ways this makes sense considering this is not their area of
clinical specialty. The significant decreases in the percent of clinicians indicating confidence in
the non-trauma group is still a concerning finding, given the prevalence of PTSD and Complex
PTSD in the general population, and the likelihood of individuals with these diagnostic criteria
seeking mental health care in outpatient settings. Future research could include exploration of the
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likelihood of a non-trauma clinician to refer a client with trauma to a specialized provider
compared to continuing care despite this lack of confidence or clinical focus.
Years of experience: RQ3b
Next, years of experience and confidence to differentiate treatment approach are
discussed. For those with 10 or more years of experience, only about half, 50.9% of clinicians
indicated strong confidence to differentiate their treatment approach between PTSD and
Complex PTSD. This suggests that even for clinicians who have been in the field for quite some
time, 49.1% do not indicate strong confidence to differentiate their treatment approach, which
could lead to the conclusion that years in the field may not be a robust enough factor to increase
strong confidence. Fortunately, only 15.1% of clinicians in this group indicated non-adequate
confidence to differentiate their treatment approach, which suggests that at least clinicians with
10 or more years of experience have moderate confidence to differentiate their treatment
approach.
There is a notable difference when reviewing responses by clinicians with less years of
experience. For those with 10 or fewer years of experience, 62.2% of clinicians did not indicate
strong confidence to differentiate their treatment between PTSD and Complex PTSD. This starts
to speak to some much-needed additional resources for this less experienced group of clinicians
in this skill set, as this is a decrease of 25.7% in the percent of clinicians compared to the group
with 10 or more years of experience. For those with 10 or fewer years of experience, 34.2% of
clinicians indicated non-adequate confidence to differentiate their treatment approach. This
similarly shows a decrease of 22.4% in the percent of clinicians with 10 or fewer years of
experience compared to those with 10 or more years of experience. In these simple crosstab
comparisons, it seems that more years of experience is associated with a higher percent of
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clinicians who indicate strong confidence to differentiate their treatment approach. Some logical
postulations for why more years of experience may play a role in confidence could include:
overall increase in clinical confidence with more time in the field; more time to take specialized
training; and/or more experiences working with clients with either of these diagnoses.
Training: RQ3c
Next, training is discussed via the highest level of training factor, for both PTSD training
and Complex PTSD training. For those with formal PTSD training, almost half, 47.8% of
clinicians do not endorse strong confidence and 18.9% do not endorse adequate confidence. This
can be compared to the responses for those with formal Complex PTSD training, where 38.5% of
clinicians do not indicate strong confidence, but only 4.7% of clinicians indicate non-adequate
confidence. There is a 15.1% decrease in the percent of clinicians with formal Complex PTSD
training vs. those with formal PTSD training reporting strong confidence and a decrease of
14.1% in the percent of clinicians reporting adequate confidence between these groups. This
suggests that formal training specific to Complex PTSD may be superior in terms of increasing
clinician confidence in their ability to differentiate their treatment approach between the two
diagnoses.
For those with informal highest level of PTSD training, 72.7% of clinicians do not
indicate strong confidence and 34.1% of clinicians indicate non-adequate confidence. Whereas
for those with highest level informal Complex PTSD training, 66.7% of clinicians do not indicate
strong confidence and 26.7% of clinicians indicate non-adequate confidence. There is a 18.0%
decrease between the percent of clinicians with highest level informal Complex PTSD training
vs. those with highest level ‘informal’ PTSD training reporting strong confidence and a decrease
of 10.0% in the percent of clinicians reporting adequate confidence between these groups. This
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may suggest that even when considering informal highest level of training, clinicians endorse
more confidence to differentiate their treatment approach when they have training specific to
Complex PTSD. These simple crosstab calculations suggest that formal training in trauma is
relevant in increasing clinician endorsements of confidence to differentiate their treatment
approach between PTSD and Complex PTSD.
Additional M-TES Responses, Knowledge, and Training: RQ3
To further explore mental health clinicians’ confidence to differentiate their treatment
approach between PTSD and Complex PTSD clinicians were asked on the M-TES directly to
rate if they felt they had the knowledge and training to effectively treat a client with PTSD or
with Complex PTSD. This question was broken down into the specifications of treating clients in
the safety and stability phase of treatment vs. in the direct trauma-oriented treatment phase.
There are some notable differences between responses for PTSD vs. Complex PTSD. For
safety and stability work with PTSD, 66.2% of clinicians indicated strong knowledge and
training compared to safety and stability work with Complex PTSD where only 49.8% of
clinicians reported strong confidence in this phase of therapeutic work. This is a decrease of
16.4% in the percent of clinicians reporting strong knowledge and training in this Phase 1 safety
and stability work with clients with PTSD compared to Complex PTSD. The percent of
clinicians who reported adequate confidence in this level of safety and stability were indicated at
86.9% for PTSD and only 73.3% for Complex PTSD. This shows a decrease of 15.6% in the
percent of clinicians reporting adequate confidence in their knowledge and skill of safety and
stability work with clients with PTSD compared to Complex PTSD. In many ways these
decreases make sense, as working with clients with Complex PTSD adds significant additional
layers of skill and clinical considerations due to the nature of the disorder. At the same time, the
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safety and stability phase of treatment for clients with trauma is comprised of fundamentally
more simple skills and training and can be guided by clinicians who may not be specialized in
treating trauma.
The category of confidence in knowledge and training of direct trauma-oriented treatment
is, in nature, a very different question, as direct trauma-oriented treatment generally involves
specific training of methods and protocols specifically meant for clients with trauma. When
clinicians were asked to rate confidence in knowledge and training for PTSD, 52.3% of
clinicians indicated strong confidence, while for Complex PTSD only 38.3% of clinicians
indicated strong confidence in this category. This indicates a 26.7% decrease in the percent of
clinicians reporting strong confidence between these two groups. When adequate confidence is
reviewed, 78.9% of clinicians indicated adequate confidence in their knowledge and training
while only 65.9% indicated the same for Complex PTSD. This indicates a decrease of 16.4% in
the percent of clinicians who reported adequate confidence in their knowledge and training to
treat PTSD vs. Complex PTSD when considering direct trauma-oriented treatment. It makes
sense that endorsements of confidence would decrease for Complex PTSD as it is the lesserknown disorder, and although many trainings in trauma add components of how to adjust care
for Complex PTSD per that model, it is often a subset of the training and not often the main
focus.
As was mentioned previous, to provide direct trauma-oriented treatment to clients,
clinicians should have training that helps to guide this process, as standard training does not go
into the nuance of what it means to reprocess or resolve traumatic events. This usually means
that post higher education degree, a clinician will likely need to engage in specialized training in
a model or curriculum specific to this kind of clinical work. In the M-TES, participants were
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asked to indicate if they are trained in and use some of the more well-known trauma specific
protocols. In this participant group, the treatment model that was most highly endorsed was Eye
Movement Desensitization and Reprocessing (EMDR), followed by the general category of
Somatic Type trainings, followed by the category of Other Trauma Training. It is interesting that
the second and third most endorsed trainings in this group were undefined compared to the
following six of seven options listed that are very specific protocols for this kind of clinical
trauma work.
Additional M-TES Responses, Workplace and Supervisory Support: RQ3
To enhance the exploration of mental health clinicians’ confidence to differentiate their
treatment approach between PTSD and Complex PTSD, clinicians were asked to rate how
supportive their workplace is in their treatment of clients with PTSD and Complex PTSD,
respectively. Participants generally felt supported by their workplace when treating both PTSD
and Complex PTSD. In the treatment of clients with PTSD, 61% of clinicians reported being
highly supported whereas in the treatment of clients with Complex PTSD 54.2% of clinicians
reported being highly supported by their workplace. 79.3% of clinicians reported being
adequately supported by their workplace in the treatment of clients with PTSD while 70.2% of
clinicians reported adequate workplace support in their treatment of clients with Complex PTSD.
Further research would be needed to determine why there is a consistent decrease in the percent
of clinicians reporting overall workplace support for Complex PTSD compared to PTSD.
Similarly, clinicians were asked the same question specific to how supportive their
supervisor is in their treatment of clients with PTSD and Complex PTSD, respectively. 44.1% of
clinicians reported being very supported by their supervisors in their treatment of clients with
PTSD and only 38.5% of clinicians reported being very supported in their treatment of clients
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with Complex PTSD. For PTSD, 59.6% reported adequate (very and somewhat responses
combined) supervisory support while only 55.4% reported adequate supervisory support for their
treatment of clients with Complex PTSD. More clinicians report support for treatment with
clients with PTSD compared to Complex PTSD by their supervisors, though overall these
endorsements of support seem low, and this could be a fruitful area for future research. Similarly,
further research is recommended to enhance understanding why indications of support decrease
for the treatment of clients with Complex PTSD compared to PTSD.
Research Question 3: Summary of Single Factor Examination
In this section, each principal factor was considered via a simple approach crosstab
calculation, meaning a single factor was discussed in relationship to confidence to differentiate
treatment approach between PTSD and Complex PTSD. In later volumes of the M-TES, the
more complex three paired factor crosstab calculations will be run to increase understanding of
which factors seem to have the greatest influence on clinician confidence to differentiate their
treatment approach. Research Question 3 asks: What was the clinician’s confidence in their
ability to differentiate their treatment approach when treating clients with PTSD versus Complex
PTSD? It is reasonable to propose here that confidence was lower than desirable across all
categories, but not unexpectedly so. The confidence necessary to differentiate a treatment
approach between PTSD and Complex PTSD is a much higher-level skill than the skill to
identify a disorder and requires something of a specialty in working with trauma. The problem is
the prevalence of trauma and the need for above-adequate care for individuals with trauma.
Clinicians who do not specialize in treating trauma, or who self-indicate lower levels of
confidence in their ability to differentiate their treatment approach between PTSD and Complex
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PTSD do a huge disservice to the many individuals who have trauma and are engaged in the
mental health system of care.
Limitations
This study is limited in its sample and selection, as it is a convenience sample and has a
restricted scope of participants, therefore generalizability is limited. If, however, the M-TES
were validated and redistributed resulting in a better representation of the general population of
clinicians working with adult clients in outpatient settings, and findings were replicated, the
implications from the study could be greatly concerning. The respondents in this sample are
fairly homogonous in terms of multiple factors including demographics, licensure, primary
clinical focus on trauma, years of experience, and training. This may have to do with a sampling
bias as clinicians in these abovementioned categories may have been more interested and
inclined to take and complete the M-TES than clinicians not fitting into these categories. The
anonymous survey platform makes it impossible to know or follow up with clinicians who
started the survey and chose not to finish it, for example to explore why there is such an
imbalance in these categories. One significant way this sample is skewed is in the imbalance of
clinicians who identify as having a primary focus on working with trauma. This current study did
not correct for this sampling bias. The respondents were accepted, and no technique was used to
adjust answers to reflect a normalized sample.
The survey response rate calculation of 9.95% from the target group survey collection
strategy is an estimate and may be lower or higher as the M-TES may have been passed along to
more people than were tracked and reported by the lead contacts. Standards for survey response
rate vary greatly. Some suggest that for a Journal article, 60% response should be the goal
(Fincham, 2008), others suggest as low as 6% response rate can be expected for e-mail surveys
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(Chung, 2022). In psychology research one study suggested response rate could range from 14%
to 91% (Van Horn, Green, and Martinussen, 2009). Due to the low response rate from the MTES, again, generalizability is limited.
External validity was not established for the M-TES and results from the M-TES are not
a representative sample of the general clinician population. This has a lot to do with the M-TES
being distributed to a convenience sample with the use of a snowball method to the target group
and distribution was not tracked via the social-media distribution strategy. Therefore, clinicians
across the United States did not have equal access to fill out the M-TES as distribution was
generated via the researchers limited network, and such selection bias impacts external validity.
There is no internal validity to the instrument (M-TES) and the interrater reliability of the
M-TES is unknown. There could be different interpretations of the Likert scale responses
throughout the M-TES, as the survey questions were not each analyzed nor was their interrater or
survey question item analysis for bias. For example, the interpretation of moderate was an
indication of adequate confidence, meaning acceptable but not ideal in the interpretation of
results for this study. While the interpretation of strong was an indication of the highest standard
of confidence in this study. The findings come from clinicians’ self-perception and self-report
and responses were not validated. Additionally, the Likert scale terms might not have captured
the most accurate reflection of what the clinicians were thinking. Furthermore, a limitation in the
construction of the M-TES is that a total of 34 of the survey questions were not mandatory,
meaning that clinicians could skip questions without any indication of why. Therefore, it is
unclear why certain data is missing. The M-TES was pilot tested with a very small sample but
was done for the purpose of evaluating ease of use and basic understanding of the questions. In
addition, the relationship between the concept of confidence vs. the concept of competence needs
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to be further explored. Throughout the study there is some underlying assumption that clinician
indication of confidence is related or similar to competency in skill, however, it is possible that
clinicians are hesitant to rate high levels of confidence but are actually highly competent.
It is important to point out that the section of three paired crosstab comparisons focuses
on the change from actual and expected counts which acts as a rudimentary metric of effect size
outside of the inferential process which is not being utilized for this Volume I report due to small
cell membership issues, stemming from an overall small sample for such nuanced and complex
crosstab analyses. The reader is cautioned to the extent one can generalize these findings to other
clinicians outside of the sample. However, gauging some metric of the effect size differences
might prove helpful in future follow-up research in this area as these patterns might be replicated
with a similarly experienced and trained clinical sample. Moreover, the method of measuring the
percent change from expected and actual clinician counts, while mathematically sound, is not a
common method of analysis. It is unclear whether undetected confounding factors might lead to
misinterpretation. However, it was decided that such a method was the best way of controlling
for disproportionate frequencies, providing the researcher with a solid method of analyzing and
comparing the relative contribution from each paired crosstab relationship.
While combining the influences of all three factors at the same time is a goal, such an
approach was deferred due to the extremely small cell membership this would result in. Such an
approach will likely only be possible with a much larger initial sample size and greater
membership in the cells that have the clinicians who work outside trauma as part of their clinical
practice as this group made up only 28.1% (61 of 217) of the overall sample. By completing all
three paired crosstab comparisons for the three principal factors, this helped determine which
factors were associated more with the different confidence ratings in the context of how the
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results compared to the expected distribution based on proportions of clinicians in each
subsample.
Due to the small size of respondents, the current study was also limited by its lack of
inferential statistics and attempt to generalize from the sample to the general population.
Consequently, issues of statical power, alpha inflation, and the degree of inference to the
population of clinicians was not pursued. The lack of significance levels and effect size limits
future research decisions on what to expect in replication or follow up investigation. By
increasing the sample size significantly this would allow for more sophisticated analyses such as
Logistic regression which would pinpoint the relationships between the clinician’s confidence to
identify PTSD/Complex PTSD and the three factors of interest (working primarily in trauma,
years of experience, and highest level of training).
Future Directions
In terms of general future directions from this study, efforts made to validate and
redistribute the M-TES for a second set of survey responses could be valuable to the field in an
effort to further understand clinician confidence to identify PTSD, Complex PTSD and
understand clinician confidence to differentiate their treatment approach between the two. Areas
of future research could include expanding sampling recruitment strategies to increase
generalizability and enhance the demographic makeup of clinician participants. In particular, it
would be beneficial to make efforts to expand participant response rates for each of the principal
factors in order to create greater cell membership in all categories. Redistributing the M-TES
with the goal of collecting a much larger sample size across the board, but with specific regard to
the factor of trauma clinicians and non-trauma clinicians alike. Increasing the sample size of
non-trauma clinicians could bring strong knowledge to the field as it relates to the impact this
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factor may have on rates of recovery for clients with trauma who are seeking mental health care
from non-trauma clinicians. Future research on trauma education in mental health graduate
programs would also be a valuable area of focus, with close attention paid to clinician reports of
confidence in real-world diagnostic identification and treatment for PTSD and Complex PTSD.
As a result of this study, future research would benefit from a better understanding of the
factors that negatively associate with clinician confidence to diagnose prevalent disorders, in this
instance, PTSD and Complex PTSD. There is a lot to be learned about how clinicians develop
new skills within the trauma field after licensure and when they have moved beyond supervisory
relationships. This is a timely topic as it is unclear how clinicians who are already licensed in the
field will learn about Complex PTSD, both in its official diagnostic taxonomy, as well as from a
clinical treatment perspective. Moreover, even for trauma clinicians, how will they increase
confidence in the nuanced skill of differentiating their treatment approach between PTSD and
Complex PTSD when so many aspects of this skill will evolve now that a formal diagnosis for
Complex PTSD is available. An important topic to be covered, which was outside the scope of
this study, is that of better understanding the difference between a clinician’s self-report of
confidence and their actual ability, skill, and competency. How do these two concepts relate, and
how do they ultimately influence client care and clinical outcomes for individuals seeking to heal
from PTSD and Complex PTSD.
An unexpected area of interested that emerged in this Volume I report of the M-TES is
the lower-than-expected rates of familiarity with both the ICD-11 and Judith Herman’s
conceptualizations and diagnostic criteria for Complex PTSD. One significant reason to replicate
the distribution of the M-TES is the timing between this study and the publication of the ICD-11
official Complex PTSD diagnostic criterion. Would confidence rates increase over time as the

FACTORS ASSOCIATED WITH CLINICIAN CONFIDENCE
213
official criteria for Complex PTSD becomes more well-known? Will it become more utilized in
the United States, even though clinicians tend to lean more heavily on the DSM for diagnostic
criteria? How would responses change if the APA does decide to include Complex PTSD in
future volumes of the DSM?
Another surprising finding from this study is that the factor of years of experience was
not as powerful as researchers expected it might be in clinician confidence. Similarly, and even
more concerning, the influence of formal training specific to both PTSD and Complex PTSD for
clinicians who do not focus on treating trauma was a surprisingly weak contributor to clinician
confidence to identify PTSD and Complex PTSD. There is a wealth of future research that could
be conducted on these topics, considering that formal training, in particular of evidenced based
treatment models, is considered a gold standard for mental health clinicians. Why then does it
seem to have such limited association with clinician confidence? The benefits of future research
on the relationship of formal training on clinician confidence to identify and treat PTSD and
Complex PTSD could be a revolutionary step in cultivating trainings that are more effective in
enhancing clinician confidence in practice. The shockingly low magnitude of a relationship
between informal training and clinician confidence is also concerning. Much time, money and
resources are put into informal training resources that may ultimately have very little effect in
practice. Overall, future research on training paired with clinician confidence seems vital for the
field.
In the review of clinician confidence to differentiate their treatment approach between
PTSD and Complex PTSD (RQ3), the biggest concern is that confidence was lower than
anticipated in the group of clinicians who identify working with trauma as a primary clinical
focus. Future research that expands understanding of the factors associated with these lower
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ratings of confidence is crucial. This might turn out to relate to outcomes for clients with
Complex PTSD who require a different therapeutic strategy than those with PTSD. It is
important to note that this study only considers clinicians’ self-report of confidence and does not
go so far as to link confidence with competency and diagnostic decision-making ability. Another
area of interest from future research on the non-trauma group, is to build a better understanding
of the likelihood that non-trauma clinicians know enough and are willing to refer clients with
trauma to specialized providers. And finally, a deeper dive into the findings of the M-TES, and
future research, would benefit from expanding knowledge on the relationship of supervision and
workplace support as common factors that could potentially increase clinician confidence in
identifying and treating clients with PTSD and Complex PTSD.
Conclusion: M-TES Volume I
Volume I of the Meier’s Therapists’ Experiences Survey (M-TES) offers the field of
trauma psychology and research a unique view of foundational findings related to the clinical
identification and treatment of PTSD and Complex PTSD. Much of the available research on
trauma comes from a conceptual framework, or from clients’ perspectives and clinical treatment
outcomes. There is a significant gap in the literature that considers the identification and
treatment of trauma from the viewpoint of the clinician. This study aims to address the
abovementioned gap and offers, from the perspective of clinicians, their self-reported confidence
to identify PTSD, Complex PTSD, and their confidence to differentiate their treatment approach
between the two. Three principal factors that may be associated with clinicians’ confidence to
identify trauma are explored throughout this study: clinicians with a primary clinical focus on
working with trauma, years of experience, and clinicians’ highest level of training in PTSD and
Complex PTSD. This research is timely, considering that the first ever official diagnostic
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criterion for Complex PTSD became available for use in January 2022 from the ICD-11 (WHO,
2019). This recent event of Complex PTSD becoming officially recognized will inevitably have
a notable impact on client care and clinical treatment outcomes. This study sets a foundation for
a refined understanding of the areas in which practical changes could be made to support
clinician confidence in identifying and treating trauma.
A main contribution of this research is to initiate the identification of factors that seem to
be associated with clinician self-reports of confidence to identify PTSD and Complex PTSD.
Identifying what seems to be a significant difference between trauma clinicians and non-trauma
clinicians is a significant outcome of this research. Although at first it may seem that these
findings are obvious, the implications in practice may be substantial. It seems clear in this initial
report that if a clinician identifies as working primarily with trauma, confidence is increased
across all other factors. However, the question becomes, what is the impact on real-life clinical
treatment outcomes for clients with PTSD and Complex PTSD who are working with clinicians
who do not primarily work with trauma? Similarly, it seems apparent from this study that formal
training in PTSD and Complex PTSD has less of a positive relationship to clinician confidence
than would be expected. This is concerning, as formal training is considered to be critical for
clinicians who want to specialize in an area like trauma, and evidence-based treatment protocols
are thought to be a gold standard in the field. It seems that if clinicians are already focused on
working with trauma, formal training can have a supplementary positive association to their
confidence. Indeed, it might be that they need to exercise the concepts in their practice.
However, if non-trauma clinicians have formal training in PTSD or Complex PTSD, it is
concerning to find how the number of clinicians with strong confidence is noticeably reduced.
This finding could contribute benefit in various directions. In particular, it seems worthy of
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future research and practical consideration as it relates to formal PTSD and Complex PTSD
specific training and if there are ways to increase the efficacy of formal training to increase
confidence for non-clinicians.
In recent years, awareness about the prevalence of PTSD and trauma in the United States
has become more widely known and talked about in clinical and educational arenas, in research,
and within the general population. With Complex PTSD emerging as an official diagnosis, there
is even more need to bring awareness of this disorder to mental health clinicians’ and the ways in
which it is different from PTSD. There is now an amplified need for clinicians to have
confidence in their ability to identify both PTSD and Complex PTSD and be able to differentiate
between the two, in presentation, and in differentiation of treatment approach. Failing to increase
clinicians’ confidence to do so can only have detrimental effects on clinical treatment outcomes
for individuals who are suffering with these diagnoses. Future research would benefit from
exploring the ways in which clinicians’ confidence to identify PTSD and Complex PTSD, and to
differentiate their treatment approach between the two influences diagnostic accuracy and
ultimately increased efficacy of treatment outcomes. Of similar interest for future research, is the
field of diagnostic decision making and factors that influence clinicians’ decision-making skills,
and the consequential efficacy of the treatment outcomes for trauma clients within the above
contexts.
In some ways, it is easier to conduct research on effective treatment strategies and
outcomes, or to focus on bringing awareness about these disorders to clinical and public spheres,
than it is to focus on the clinicians who are providing care. This exploratory and foundational
study ambitiously hopes to inspire further research on clinician confidence in these realms, as
well as practical changes in the field. Ultimately, the intention of this study is to encourage
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targeted and reasonable enhancements to the ways in which clinicians’ confidence in identifying
and treating trauma evolves. A focus on increasing confidence overall for non-trauma clinicians,
as well as refining formal training, particularly for non-trauma clinicians, may be powerful and
effective ways to create positive change as a result of this study. The suffering of individuals
with PTSD and Complex PTSD is immense, as is the potential for healing in the right clinical
settings and relationships. The emergence of official Complex PTSD criteria, paired with
increased understanding of clinician confidence, offers areas of change in the field of trauma
psychology that could fundamentally increase positive treatment outcomes for so many
individuals with trauma.

FACTORS ASSOCIATED WITH CLINICIAN CONFIDENCE
218
APPENDIX A: Glossary of Relevant Terms and Descriptions
Table A1
Glossary of Terms and Descriptions
M-TES

PTSD
Complex PTSD
Confidence

“Strong”
“Moderate”

“Somewhat”, “insufficient”, and “not at all”

Adequate
Non-Adequate
Trauma clinicians

Non-trauma clinicians

Primary clinical focus

Non primary clinical focus

Meier’s Therapist’s Experiences Survey: the
instrument used for data collection for this
study
Post-Traumatic Stress Disorder
Complex Post-Traumatic Stress Disorder
A construct based on participant responses to
the Likert scale options on the M-TES.
Confidence does not equal competence and is
a self-report rating of ability.
A response participants could select on the MTES, indicating highest level of confidence
A response participants could select on the MTES, indicating the second highest level of
confidence
Responses participants could select on the MTES, indicating the lowest three levels of
confidence
A combination of “strong” and “moderate”
responses of confidence combined
A combination, “somewhat”, “insufficient”,
and “not at all”
Participants who indicated PTSD and/or
Complex PTSD as a primary clinical focus in
their work
Participants who did not PTSD and/or
Complex PTSD as a primary clinical focus in
their work
Trauma clinicians: clinicians who indicated
that they have a primary clinical focus
working with PTSD and/or Complex PTSD
Non trauma clinicians: clinicians who did not
indicate having primary clinical focus
working with PTSD and/or Complex PTSD
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APPENDIX B: Complete List of the M-TES Questions and Possible Responses
Table B1
M-TES Questions and Possible Responses
Question

Survey Question

SQ1

I have read the informed

Survey response options

Notes
Required

consent document above. I

Yes, I understand & provide

understand that I am under

my consent

no obligation to fill out
this survey (M-TES). I

No, I am not comfortable

understand that my

completing this survey

personal information will
be anonymous to the

Skip to section 9 (Links for

research team and to the

further learning and support:

individual who sent me

please copy and paste

this survey request. I

should you wish to explore

understand I can refuse to

these links.)

complete this survey at
any time up to the point of
hitting submit at the end of
the survey. *
SQ2

Have you already taken

This is my first time taking

the Meier's Therapists'

this survey

Experiences Survey (MTES)? *

Yes, I've already taken this
survey (Thank you! No need
to complete the M-TES a
second time)

Required
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Skip to section 9 (Links for
further learning and support:
please copy and paste
should you wish to explore
these links.)
SQ3

Do/have you provided

Yes, I do currently

therapy to clients 18 or

Yes, I have in the past

Required

older? *
No
Skip to section 9 (Links for
further learning and support:
please copy and paste
should you wish to explore
these links.)
SQ4

Do/have you provided

Yes, I do currently

therapy to clients in an

Yes, I have in the past

outpatient setting? *

No
Skip to section 9 (Links for
further learning and support:
please copy and paste
should you wish to explore
these links.)

SQ5

Please indicate the settings Non-profit agency
in which you have

For-profit agency

provided outpatient

Hospital-type setting

therapy to adults (18+):

Self-employed (private
practice) and/or with a

Required
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group of private practice
therapists
School or university
counseling center
Other outpatient setting
SQ6

How do you identify your

Female

gender?

Male
Nonbinary
Prefer not to say

SQ7

Would you describe

Yes

yourself as transgender?

No
Prefer not to say

SQ8

How do you self-identify

Write in

Coded and used

your ethnicity?
SQ9

MA degree with licensure in Required
a clinical field
MA degree unlicensed in a
clinical field
PhD / PsyD with licensure
in a clinical field
PhD / PsyD unlicensed in a
clinical field
MA student in clinical
internship
MA student, I have not done
clinical internship yet/I have
What is the highest degree

never worked with clients in

or license you use when

a clinical capacity

working with clients? *

FACTORS ASSOCIATED WITH CLINICIAN CONFIDENCE
222
(Skip to section 9 (Links for
further learning and support:
please copy and paste
should you wish to explore
these links.)
Other degree or license that
allows me to work with
clients in a clinical role
SQ10

How many years of
professional clinical
experience (including
professionally supervised
internships and formal
practicum placements that

0-3 years
3-5 years
5-10 years
10-20 years
20 or more years

included direct clinical
work with clients) do you
have?
SQ11

Specific to working with

List of diagnoses

adults, what types of
topics and issues do you
tend to address (select all
that apply and rank the
relevance in your work)?
SQ12

How frequently do you
treat PTSD and Complex
PTSD with your adult
outpatient clients?

PTSD / CPTSD:
Frequently
Sometimes
Occasionally
Rarely
Never
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SQ13

Do you feel you have
enough

Yes, strongly so

knowledge/training to

Moderate

identify a client with:

Somewhat

PTSD / Complex PTSD

Insufficient
No, not at all

SQ14

Do you feel you have the

Yes, strongly able

ability to differentiate

Moderately able

between the diagnoses of

Somewhat able

PTSD and Complex PTSD Slightly able
for a client?
SQ15

Not at all able

What clinical

Not used in this

signs/symptoms alert you

research

to a client having a

dissertation

Complex PTSD clinical

Write in

presentation rather than a
PTSD clinical
presentation?
SQ16

What challenges do you

Write in

encounter trying to

research

establish if a client best

dissertation

fits a clinical presentation
for Complex PTSD?
SQ17

Not used in this

How familiar are you with

The World Health

a Complex PTSD

Organization for the ICD-11

diagnosis as it is

/ Author Judith Herman in

conceptualized by:

her book Trauma and
Recovery:
Very Familiar
Familiar
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Slightly familiar
Not at all familiar
SQ18

How confident do you feel
in your ability to assess
client readiness to move
from safety, stability, and
psychoeducation type
interventions to direct

Very confident
Moderately confident
Somewhat confident
Slightly confident
Not confident

trauma-oriented treatment
interventions (i.e.,
reprocessing protocols,
memory-work,
dissociation and/or parts
work, exposure/cognitivebehavioral interventions
for trauma symptoms
reduction, etc.) when
treating this form of
trauma:
SQ19

Do you feel able to
effectively conceptualize
and differentiate your
treatment approach when
treating clients with
Complex PTSD vs.

Yes, strongly able
Yes, moderately able
Sometimes
No, often not able
No, mostly not able

PTSD?
SQ20

What signs indicate to you

Write in

Not used in this

that a client with PTSD is

research

ready to begin direct

dissertation

trauma-oriented treatment
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type interventions or
strategies (i.e.
reprocessing protocols,
memory-work,
dissociation and/or parts
work, exposure/cognitivebehavioral interventions
for trauma symptoms
reduction, etc.)?
SQ21

What signs indicate to you
that a client with Complex

Not used in this
Write in

PTSD is ready to begin

research
dissertation

direct trauma-oriented
treatment type
interventions or strategies
(i.e. reprocessing
protocols, memory-work,
dissociation and/or parts
work, exposure/cognitivebehavioral interventions
for trauma symptoms
reduction, etc.)?
SQ22

How do you differentiate

Write in

Not used in this

your approach in working

research

with someone with PTSD

dissertation

vs. Complex PTSD?
SQ23

What specific challenges

Write in

Not used in this

do you run into when

research

preparing a client with

dissertation

Complex-PTSD for direct
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trauma-oriented treatment
(i.e., reprocessing
protocols, memory-work,
dissociation and/or parts
work, exposure/cognitivebehavioral interventions
for trauma symptoms
reduction, etc.)?
SQ24

Formal Trainings specific to
I gained the knowledge I

PTSD/Complex PTSD (i.e.

have of PTSD and

trauma specific trainings,

Complex PTSD from

certificate programs, etc.)

(select all that apply):
Informal (on the job
training, conferences,
coursework, supervision)
Self-learning (books,
articles, webinars, clinical
experience)
No formal, informal training
or self-learning for PTSD /
Complex PTSD
SQ25

Do you utilize any of the

DBT (Dialectical

following

Behavioral therapy) /

interventions/models when Mindfulness / Relaxation /
treating clients with

Grounding / Emotion

trauma (please select all

Regulation skills / Life

that apply and indicate if

stability (issues of safe
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you've received formal

housing, safe relationships,

training)?

other case management type
needs related to life
stability) / Biofeedback /
Stress Inoculation treatment
/Resourcing / Yoga /Other:
Yes, I use this intervention /
Yes, I am Formally trained
Yes, I use this intervention /
No, I am not formally
trained
No, I do not use this
intervention / Yes, I am
formally trained
No, I do not use this
intervention / No, I am not
formally trained

SQ26

If you selected ‘other’
above, please specify the

Not used in this
Write in

type of

dissertation

intervention/model:
SQ27

research

Do you utilize any of the

EMDR – Eye Movement

following

Desensitization and

interventions/models in

Reprocessing / CPT –

your direct trauma-

Cognitive Processing

oriented treatment (i.e.,

Therapy / PE – Prolonged
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reprocessing protocols,

Exposure / SE – Somatic

memory-work,

Experiencing / Sensorimotor

dissociation and/or parts

training / Narrative

work, exposure/cognitive-

Exposure Therapy / Somatic

behavioral interventions

types of trauma intervention

for trauma symptoms

training

reduction, etc.) of clients
with trauma (please select

Yes, I use this intervention /

all that apply and indicate

Yes, I am Formally trained

if you've received formal
training)?

Yes, I use this intervention /
No, I am not formally
trained
No, I do not use this
intervention / Yes, I am
formally trained
No, I do not use this
intervention / No, I am not
formally trained
No, I have not been trained
in any of these
Other trauma specific
formal intervention or
protocol training
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SQ28

If you selected ‘other’
above, please specify the

Not used in this
Write in

type of

research
dissertation

intervention/model:
SQ29

SQ30

Do you feel you have
enough

Yes, strongly so

knowledge/training to

Moderate

effectively TREAT a

Somewhat

client with PTSD and

Insufficient

Complex PTSD?

No, not at all

If applicable, what

Write in

Not used in this

experiences, trainings or

research

educational opportunities

dissertation

have most supported you
in treating clients with
Complex PTSD?
SQ31

SQ32

PTSD/CPTSD:
How supportive is your

Highly Supportive

workplace in your

Somewhat Supportive

treatment of clients with

Neutral

PTSD and Complex

Minimally Supportive

PTSD?

Not supportive

Are there any factors

Write in

Not used in this

relating to workplace

research

environment (workplace

dissertation

culture, job expectations,
job role, physical
environment,
financial/insurance
limitations) that lead to
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case termination of clients
with PTSD/Complex
PTSD prior to clinically
significant reduction of
trauma symptoms?
SQ33

Specific to workplace

Write in

Not used in this

environment, what is your

research

biggest obstacle in treating

dissertation

clients with PTSD and/or
Complex PTSD?
SQ34

PTSD/CPTSD:
Very Supported
Somewhat Supported
Neutral
How well are you

Minimally Supported

supported by your

Not Supported

supervisor specific to your

I don’t Receive supervision

work with clients with:

N/A

SQ35

PTSD/CPTSD:
Very Knowledgeable
How would you rate your

specific to supporting me

supervisors' skills and

Somewhat knowledgeable

knowledge specific to

specific to supporting me

supervision about your

Limited Knowledge specific

work with clients with

to supporting me

PTSD and Complex

No Knowledge specific to

PTSD?

supporting me in treating
traumatized clients
I don't Receive supervision
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I don't treat Traumatized
clients
SQ36

Briefly, what factors most

Write in

Not used in this

hinder your ability to

research

adequately treat PTSD

dissertation

and/or Complex PTSD in
your clinical practice?
SQ37

Briefly, what factors most
strongly support your

Not used in this
Write in

ability to adequately treat

research
dissertation

PTSD and/or Complex
PTSD in your clinical
practice?
SQ38

Opportunity to clarify

Write in

Not used in this

something above: Perhaps

research

there was something in the

dissertation

survey that you wanted to
explain more because you
are not sure your answer
was sufficient given the
limitations of how it was
being asked? If there is
something you wanted to
add please do so here.
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APPENDIX C: Full Table, Therapeutic Diagnostic Focus: Primary, Secondary, Tertiary
Table C1
Therapeutic Diagnostic Focus: Primary, Secondary, Tertiary
Primary, secondary, tertiary
Therapeutic diagnostic focus
Anxiety and Depression

Primary
focus
Number
(Percent)
163 (75.1%)

Secondary
focus
Number
(Percent)
44
(20.33%)
42 (19.4%)
36 (16.6%)
44 (20.3%)

PTSD
147 (67.7%)
Complex PTSD
130 (59.9%)
Issues specific to interpersonal growth and
130 (59.9%)
overall wellness
Issues specific to overall life-dissatisfaction
121 (55.8%) 43 (19.8%)
Co-occurring / dual diagnosis cases
80 (36.9%)
58 (26.7%)
Grief and complicated grief
75 (34.6%)
85 (39.2%)
Substance related and addictive disorders
67 (30.9%)
56 (25.8%)
Relationship disruption / couples work
58 (26.7%)
42 (19.4%)
Other specialty and/or area of clinical focus
54 (24.9%)
23 (10.6%)
LGBTQIA focused therapy
45 (20.7%)
52 (24.0%)
Dissociative disorders
38 (17.5%)
50 (23.0%)
Somatic symptom and related disorders
37 (17.1%)
66 (30.4%)
Bipolar
35 (16.1%)
54 (24.9%)
Borderline personality disorder
33 (15.2%)
62 (28.6%)
Multiculturalism, power, oppression focused
31 (14.3%)
66 (30.4%)
therapy
Spirituality focused therapy
29 (13.4%)
43 (19.8%)
Obsessive-compulsive disorder
18 (8.3%)
65 (30.0%)
Personality disorders (other than BPD)
17 (7.8%)
59 (27.2%)
Eating disorders
14 (6.5%)
40 (18.4%)
Sleep-wake disorders
12 (5.5%)
29 (13.4%)
Schizophrenia spectrum and other psychotic
12 (5.5%)
12 (5.5%)
disorders
Sexual dysfunctions
11 (5.1%)
33 (15.2%)
Sex therapy
9 (4.1%)
16 (7.4%)
Paraphilic disorders
4 (1.8%)
3 (1.4%)
Note. For overall sample (n=217)
* Numbers don’t total to 100 as clinicians could select more than one option

Tertiary
focus
Number
(Percent)
5 (2.3%)
11 (5.1%)
19 (8.8%)
19 (8.8%)
24 (11.1%)
38 (17.5%)
33 (15.2%)
43 (19.8%)
49 (22.6%)
49 (22.6%)
55 (25.3%)
50 (23.0%)
54 (24.9%)
58 (26.7%)
54 (24.9%)
61 (28.1%)
51 (23.5%)
63 (29.0%)
58 (26.7%)
56 (25.8%)
62 (28.6%)
39 (18.0%)
52 (24.0%)
35 (16.1%)
25 (11.5%)
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APPENDIX D: Expected and Actual Cell Membership Counts: Method Illustration
Methods of Complex Crosstabs: The use of percent change from expected counts
The following appendix is designed to be a comprehensive explanation of the method
used to analyze the three paired crosstabs for PTSD and the second set of three for Complex
PTSD. This appendix should teach the reader how the raw data was converted into the tables
(such as table 33) found in the complex crosstab sections in chapter 4. The goal of this appendix
is to allow the interested reader the ability to replicate the system if they need. In consultation
with dissertation committee members, the method we settled on came from wanting a way to
appreciate the frequency information while controlling for the disproportionate frequencies of
different subgroups that were being cross tabulated. We needed a method that pointed to cells
that were over performing membership above their expected proportionate counts since different
groups were starting with larger or smaller percentages of the whole. In simple crosstabs the
percentage of a group within a cell suffices as the metric of percentages controls for changes in
the numerator and denominator. However, in complex paired cross tabs these percentages are
confounded by the initial disproportionate frequencies of the different subgroups included in the
cell of interest. Without controlling for this issue, results could suggest that a stronger
relationship exists between two factors than was actually present in the data.
To understand the method more, the best analogy is to consider a simple Chi Square
exercise with a 2 x 2 design. Imagine that you have men and women evenly dispersed in your
sample of 100 subjects with 50 men and 50 women. Now also consider a second variable of
Experience split into 0-10 years and 10+ years. Of the 100 we had 50 more experienced and 50
less. With hundred subjects and a 2 x 2 square and even distribution we would expect 25 subjects
per cell membership as depicted below in the first table.
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Table D1
Demonstration of Even Distribution
MEN

WOMEN

Totals

0-10 Experience

25

25

50

10+ Experience

25

25

50

Totals

50

50

Now imagine the actual data of 100 subjects and where they end up. We still have the
same starting 50 men and 50 women, and we still have 50 with 0-10 years of experience and 50
with 10+ years. However, they end up in different cells, resulting in disproportionate cell
membership. In this example there are many more women with more experience and men with
less experience. In this case the two factors are combining, and we are ending up where 80% of
the women are highly experienced and 80% of the men have less than 10 years of experience.
Table D2
Demonstration of Disproportionate Distribution
MEN

WOMEN

Totals

0-10 Experience

40

10

50

10+ Experience

10

40

50

Totals

50

50

A Chi-Square measures the overall omnibus level of being different than 25 in each of
the four cells. However, it does not point out which cells are the most different from the expected
counts and therefore does not highlight where the difference is located. This is akin to an Anova
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that results in a main effect but does not tell you which comparisons are causing this finding
leading the researcher to have to explore through post hoc follow-up T-tests.
Now before we add the third factor which would be confidence to identify PTSD, lets
replace the above information of the example of years and men and women and instead replace
binary gender with the other actual factor of working primarily in trauma or not working in
trauma and let’s replace all the numbers with actual numbers used in the manuscript in chapter 4
to calculate the paired crosstab of years by primary trauma. The table below depicts the years by
primarily trauma crosstab and the percentages are based on the number of clinicians reporting a
strong confidence to identify PTSD. Thus, in this table we are restricting ourselves to only the
clinician counts that reported strong confidence.
Table D3
Years by Primary Trauma Crosstab
Primary Trauma

Primary Not-Trauma

(Actual / Expected)

(Actual / Expected)

0-10 Experience

73 / 67.1

11 / 21.9

84 / 89

10+ Experience

60 /49.1

17 / 22.9

77 / 72

133 / 106.2

28 / 44.8

Totals

Totals

Then based on these numbers we are able to compute the percent change and direction
from the expected level. For example, looking at 10+ years of experience and working primarily
in trauma yielded 60 clinicians in this combination of factors who reported a strong confidence
to identify PTSD. However, based on the proportion of the sample that had 10+ years of
experience and worked in trauma and could pick any one of five strengths of confidence in the
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Likert scale, SPSS expected 49.1 clinicians, not 60. Knowing the actual obtained number is 60
and the expected number is 49.1, we are able to calculate the percent difference from the
expected count to create a uniform metric that could be compared across each of these results of
actual versus expected counts for each crosstab cell.

Using the formula:

(𝐴𝑐𝑡𝑢𝑎𝑙 𝐶𝑜𝑢𝑛𝑡 − 𝐸𝑥𝑝𝑒𝑐𝑡𝑒𝑑 𝐶𝑜𝑢𝑛𝑡)
𝑥 100
𝐸𝑥𝑝𝑒𝑐𝑡𝑒𝑑 𝐶𝑜𝑢𝑛𝑡

The actual data plugged into the formula is:

(60 − 49.1)
𝑥 100 = +22.2%
49.1

The result of 22.2% means that the result of the actual count of 60 was 22.2% above the
expected level of 49.1, thus demonstrating that both working primarily in trauma and having 10
or more years of experience are both positively associated with clinicians’ confidence to identify
PTSD.
However only when we compare the influence that 10+ years of experience and working
primarily in trauma have on all four cells, it becomes clear that most of the association stems
from working in trauma since 10+ years of experience underperformed with 17 clinicians when
22.9 were expected when combined with not working in trauma. Indeed, not working in trauma
or working in trauma appears to have the strongest influence but it is not until the other two
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paired crosstabs are also computed that the full trend is better understood as reviewed and
described in chapter 4. Using this approach, the findings were then directly compared to each
other for PTSD and Complex PTSD to see the differences for the current sample when trying to
identify PTSD and Complex PTSD.
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APPENDIX E: Three Paired Complex Two-By-Two Tables for PTSD
KEY FOR ALL TABLES IN APPENDICES E & F
% Within Degree of Confidence (I):
This is the precent of clinicians that gave this specific degree of confidence for a specific
subgroup of the left margin factor compared to the other right margin subgroup. The 2 right
margin subgroups add up to 100% for that specific degree of confidence within the left margin
subgroup.
For example, in Table E1 below:
There were 70 clinicians with 10+ years of experience who reported a strong confidence.
Of those 70, 17 of them came from the non-primary group (18.9%) and 53 (81.1%) came from
the primary group. Therefore, the percentage 18.9% represents the percent of clinicians who
came from the non-primary group who had 10+ years of experience and had reported a strong
degree of confidence to identify PTSD.
% Within both factors’ specific subgroup (II):
This is the percent of clinicians within one specific crosstab subgroup from each of the 2
factors. For example, of all the clinicians with 10+ years of experience, who did not work
primarily in trauma, 63% of them reported a strong degree of confidence to identify PTSD. The
63% is obtained by dividing the actual number of clinicians by the total number of clinicians in
the sample that had 10+ years of experience and did not work primarily in trauma:
17/27 = 63%.
% Of Total (III):
This is the percent of people who are members of one of the subgroups of the factor in
the left margin (i.e., Table E1 10+ years of experience) and in either of the top right factor
subgroups (i.e., Table E1, primarily trauma or not primarily trauma) that rated that specific
strength level on the Likert scale (strong to not at all confident to identify…). Please note, It is
not measuring the “total-total” including the 0-10s in this E1 example but it does include the total
for both subgroups of primary and non-primary trauma. It is the percent for all possibilities for
the factor in the left margin, in this case 10+ years of experience.
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For example, Table E1a years of experience by trauma focus has a clinician count of 17
for the cell of 10+ years of experience and non-trauma. There were 106 clinicians in the overall
group of clinicians with 10+ years of experience, including those that worked in trauma and
those that did not primarily in trauma.
The percent for (III) is 16%. This is obtained from the following information:
17/106 = 16%. Therefore 16% of the 10+ years and either primary trauma or not primary
who reported a strong level of confidence if they had 10+ years and did not work in trauma.
Said another way: 16% of the clinicians with 10+ years reported strong confidence when
they also did not work primarily in trauma.
Key is used for both Appendix E & F. Tables begin on the next page for Appendix E.
Table E1
Full Info from Table 33: RQ1 Complex Table 1: Confidence to Identify PTSD by Years of
Experience by Primary Clinical Focus

10+ years
of
experience

Confidence
to identify
PTSD

Non-primary
Primary
Totals
1
(actual/expected) (actual/expected)
Strong
17 / 22.9
73 / 67.1
90
% Within
Degree of
Confidence (I)
% Within both
factors’
specific
subgroup (II)
% Of Total
(III)
Moderate

18.9%

81.1%

100.0%

63.0%

92.4%

84.9%

16.0%

68.9%

84.9%

8 / 3.6

6 / 10.4

14
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% Within
Degree of
Confidence (I)
% Within both
factors’
specific
subgroup (II)
% Of Total
(III)
Somewhat
% Within
Degree of
Confidence (I)
% Within both
factors’
specific
subgroup (II)
% Of Total
(III)
Insufficient
% Within
Degree of
Confidence (I)
% Within both
factors’
specific
subgroup (II)
% Of Total
(III)
No, not at all
% Within
Degree of
Confidence (I)
% Within both
factors’
specific
subgroup (II)
% Of Total
(III)
Grand totals
% Within
Degree of
Confidence (I)
% Within both
factors’

57.1%

42.9%

100.0%

29.6%

7.6%

13.2%

7.5%

5.7%

13.2%

2 / .5
100.0%

0 / 1.5
0.0%

2
100.0%

7.4%

0.0%

1.9%

1.9%

0.0%

1.9%

0
-

0
-

0
-

-

-

-

0.0%

0.0%

0.0%

0
-

0
-

0
-

-

-

-

0.0%

0.0%

0.0%

27
25.5%

79
74.5%

106
100.0%

100.0%

100.0%

100.0%
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0-10 years
of
experience

Confidence
to identify
PTSD

specific
subgroup (II)
% Of Total
(III)
Strong
% Within
Degree of
Confidence (I)
% Within both
factors’
specific
subgroup (II)
% Of Total
(III)
Moderate
% Within
Degree of
Confidence (I)
% Within both
factors’
specific
subgroup (II)
% Of Total
(III)
Somewhat
% Within
Degree of
Confidence (I)
% Within both
factors’
specific
subgroup (II)
% Of Total
(III)
Insufficient
% Within
Degree of
Confidence (I)
% Within both
factors’
specific
subgroup (II)

25.5%

74.5%

100.0%

11 / 21.9

60 / 49.1

71

15.5%

84.5%

100.0%

32.4%

78.9%

64.5%

10.0%

54.5%

64.5%

17 / 9.3
56.7%

13 / 20.7
43.3%

30
100.0%

50.0%

17.1%

27.3%

15.5%

11.8%

27.3%

4 / 1.9
66.7%

2 / 4.1
33.3%

6
100.0%

11.8%

2.6%

5.5%

3.6%

1.8%

5.5%

1 / .3
100.0%

0 / .7
0.0%

1
100.0%

2.9%

0.0%

0.9%
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TOTAL

Confidence
to identify
PTSD

% Of Total
(III)
No, not at all
% Within
Degree of
Confidence (I)
% Within both
factors’
specific
subgroup (II)
% Of Total
(III)
Grand totals
% Within
Degree of
Confidence (I)
% Within both
factors’
specific
subgroup (II)
% Of Total
(III)
Strong
% Within
Degree of
Confidence (I)
% Within both
factors’
specific
subgroup (II)
% Of Total
(III)
Moderate
% Within
Degree of
Confidence (I)
% Within both
factors’
specific
subgroup (II)
% Of Total
(III)
Somewhat

0.9%

0.0%

0.9%

1 / .6
50.0%

1 / 1.4
50.0%

2
100.0%

2.9%

1.3%

1.8%

0.9%

0.9%

1.8%

34
30.9%

76
69.1%

110
100.0%

100.0%

100.0%

100.0%

30.9%

69.1%

100.0%

28 / 45.5

133 / 115.5

161

17.4%

82.6%

100.0%

45.9%

85.8%

74.5%

13.0%

61.6%

74.5%

25 / 12.4
56.8%

19 / 31.6
43.2%

44
100.0%

41.0%

12.3%

20.4%

11.6%

8.8%

20.4%

6 / 2.3

2 / 5.7

8
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% Within
Degree of
Confidence (I)
% Within both
factors’
specific
subgroup (II)
% Of Total
(III)
Insufficient
% Within
Degree of
Confidence (I)
% Within both
factors’
specific
subgroup (II)
% Of Total
(III)
No, not at all
% Within
Degree of
Confidence (I)
% Within both
factors’
specific
subgroup (II)
% Of Total
(III)
Grand totals
% Within
Degree of
Confidence (I)
% Within both
factors’
specific
subgroup (II)
% Of Total
(III)
Note. For overall sample (n=216)

75.0%

25.0%

100.0%

9.8%

1.3%

3.7%

2.8%

0.9%

3.7%

1 / .3
100.0%

0 / .7
0.0%

1
100.0%

1.6%

0.0%

0.5%

0.5%

0.0%

0.5%

1 / .6
50.0%

1 / 1.4
50.0%

2
100.0%

1.6%

0.6%

0.9%

0.5%

0.5%

0.9%

61
28.2%

155
71.8%

216
100.0%

100.0%

100.0%

100.0%

28.2%

71.8%

100.0%
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Highest Level of PTSD Training by Primary Clinical Focus
Table E2
Full Info from Table 34: RQ1 Complex Table 2: Confidence to Identify PTSD by Highest Level
of PTSD Training by Primary Clinical Focus

Formal
PTSD
Training

Confidence
to identify
PTSD

Non-primary
(actual/expected)1
Strong
20 / 27.8
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Moderate
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Somewhat
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)

Primary
Totals
(actual/expected)
113 / 105.2
133

15.0%

85.0%

100.0%

60.6%

90.4%

84.2%

12.7%

71.5%

84.2%

11 / 4.4
52.4%

10 / 16.6
47.6%

21
100.0%

33.3%

8.0%

13.3%

7.0%

6.3%

13.3%

2 / .6
66.7%

1 / 2.4
33.3%

3
100.0%

6.1%

0.8%

1.9%
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Informal
PTSD
Training

Confidence
to identify
PTSD

% Of Total
1.3%
(III)
Insufficient
0
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
0.0%
(III)
No, not at
0 / .2
all
% Within
0.0%
Degree of
Confidence
(I)
% Within
0.0%
both factors’
specific
subgroup
(II)
% Of Total
0.0%
(III)
Grand
33
totals
% Within
20.9%
Degree of
Confidence
(I)
% Within
100.0%
both factors’
specific
subgroup
(II)
% Of Total
20.9%
(III)
Strong
5/9
% Within
Degree of

22.7%

0.6%

1.9%

0
-

0
-

-

-

0.0%

0.0%

1 / .8

1

100.0%

100.0%

0.8%

0.6%

0.6%

0.6%

125

158

79.1%

100.0%

100.0%

100.0%

79.1%

100.0%

17 / 13
77.3%

22
100.0%
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Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Moderate
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Somewhat
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Insufficient
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)

27.8%

65.4%

50.0%

11.4%

38.6%

50.0%

11 / 7.8
57.9%

8 / 11.2
42.1%

19
100.0%

61.1%

30.8%

43.2%

25.0%

18.2%

43.2%

2 / 1.2
66.7%

1 / 1.8
33.3%

3
100.0%

11.1%

3.8%

6.8%

4.5%

2.3%

6.8%

0
-

0
-

0
-

-

-

-

0.0%

0.0%

0.0%
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SelfLearning
PTSD
Training

Confidence
to identify
PTSD

No, not at
all
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Grand
totals
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Strong

% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Moderate
% Within
Degree of
Confidence
(I)

0

0

0

-

-

-

-

-

-

0.0%

0.0%

0.0%

18

26

44

40.9%

59.1%

100.0%

100.0%

100.0%

100.0%

40.9%

59.1%

100.0%

1 / 1.3

1 / .7

2

50.0%

50.0%

100.0%

25.0%

50.0%

33.3%

16.7%

16.7%

33.3%

1 / 1.3
50.0%

1 / .7
50.0%

2
100.0%
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% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Somewhat
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Insufficient
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
No, not at
all
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)

25.0%

50.0%

33.3%

16.7%

16.7%

33.3%

2 / 1.3
100.0%

0 / .7
0.0%

2
100.0%

50.0%

0.0%

33.3%

33.3%

0.0%

33.3%

0
-

0
-

0
-

-

-

-

0.0%

0.0%

0.0%

0

0

0

-

-

-

-

-

-

0.0%

0.0%

0.0%
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No PTSD
Training

Confidence
to identify
PTSD

Grand
totals
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Strong
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Moderate
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Somewhat
% Within
Degree of
Confidence
(I)

4

2

6

66.7%

33.3%

100.0%

100.0%

100.0%

100.0%

66.7%

33.3%

100.0%

2/2

0

2/2

100.0%

-

100.0%

40.0%

-

40.0%

40.0%

0.0%

40.0%

1/1
100.0%

0
-

1/1
100.0%

20.0%

-

20.0%

20.0%

0.0%

20.0%

0
-

0
-

0
-

FACTORS ASSOCIATED WITH CLINICIAN CONFIDENCE
250
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Insufficient
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
No, not at
all
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Grand
totals
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)

-

-

-

0.0%

0.0%

0.0%

1/1
100.0%

0
-

1/1
100.0%

20.0%

-

20.0%

20.0%

0.0%

20.0%

1/1

0

1/1

100.0%

-

100.0%

20.0%

-

20.0%

20.0%

0.0%

20.0%

5

0

5

100.0%

-

100.0%

100.0%

-

100.0%

100.0%

0.0%

100.0%
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TOTAL

Confidence
to identify
PTSD

Strong
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Moderate
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Somewhat
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Insufficient
% Within
Degree of
Confidence
(I)
% Within
both factors’

28 / 44.8

131 / 114.2

159

17.6%

82.4%

100.0%

46.7%

85.6%

74.6%

13.1%

61.5%

74.6%

24 / 12.1
55.8%

19 / 30.9
44.2%

43
100.0%

40.0%

12.4%

20.2%

11.3%

8.9%

20.2%

6 / 2.3
75.0%

2 / 5.7
25.0%

8
100.0%

10.0%

1.3%

3.8%

2.8%

0.9%

3.8%

1 / .3
100.0%

0 / .7
0.0%

1
100.0%

1.7%

0.0%

0.5%
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specific
subgroup
(II)
% Of Total
(III)
No, not at
all
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Grand
totals
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Note. For overall sample (n=213)

Table E3

0.5%

0.0%

0.5%

1 / .6

1 / 1.4

2

50.0%

50.0%

100.0%

1.7%

0.7%

0.9%

0.5%

0.5%

0.9%

60

153

213

28.2%

71.8%

100.0%

100.0%

100.0%

100.0%

28.2%

71.8%

100.0%
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RQ1 Complex Table 3: Confidence to Identify PTSD by Highest Level of PTSD Training by
Years of Experience—Full Info from Table 35

Formal
PTSD
Training

Confidence
to identify
PTSD

0-10 Years
(actual/expected)1
Strong
51 / 58.9
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Moderate
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Somewhat
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Insufficient

10+ years
(actual/expected)
82 / 74.1

Totals

38.3%

61.7%

100.0%

72.9%

93.2%

84.2%

32.3%

51.9%

84.2%

15 / 9.3
71.4%

6 / 11.7
28.6%

21
100.0%

21.4%

6.8%

13.3%

9.5%

3.8%

13.3%

3 / 1.3
100.0%

0 / 1.7
0.0%

3
100.0%

4.3%

0.0%

1.9%

1.9%

0.0%

1.9%

0

0

0

133
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Informal
PTSD
Training

Confidence
to identify
PTSD

% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
No, not at
all
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Grand
totals
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Strong
% Within
Degree of
Confidence
(I)
% Within
both factors’

-

-

-

-

-

-

0.0%

0.0%

0.0%

1 / .4

0 / .6

1

100.0%

0.0%

100.0%

1.4%

0.0%

0.6%

.6%

0.0%

.6%

70

88

158

44.3%

55.7%

100.0%

100.0%

100.0%

100.0%

44.3%

55.7%

100.0%

18 / 15.5

4 / 6.5

22

81.8%

18.2%

100.0%

58.1%

30.8%

50.0%
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specific
subgroup
(II)
% Of Total
(III)
Moderate
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Somewhat
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Insufficient
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
No, not at
all
% Within
Degree of

40.9%

9.1%

50.0%

11 / 13.4
57.9%

8 / 5.6
42.1%

19
100.0%

35.5%

61.5%

43.2%

25.0%

18.2%

43.2%

2 / 2.1
66.7%

1 / .9
33.3%

3
100.0%

6.5%

7.7%

6.8%

4.5%

2.3%

6.8%

0
-

0
-

0
-

-

-

-

0.0%

0.0%

0.0%

0

0

0

-

-

-
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SelfLearning
CPTSD
Training

Confidence
to identify
PTSD

Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Grand
totals
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Strong

% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Moderate
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific

-

-

-

0.0%

0.0%

0.0%

31

13

44

70.5%

29.5%

100.0%

100.0%

100.0%

100.0%

70.5%

29.5%

100.0%

1 / 1.3

1 / .7

2

50.0%

50.0%

100.0%

25.0%

50.0%

33.3%

16.7%

16.7%

33.3%

2 / 1.3
100.0%

0 / .7
0.0%

2
100.0%

50.0%

0.0%

33.3%
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subgroup
(II)
% Of Total
(III)
Somewhat
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Insufficient
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
No, not at
all
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Grand
totals
% Within
Degree of

33.3%

0.0%

33.3%

1 / 1.3
50.0%

1 / .7
50.0%

2
100.0%

25.0%

50.0%

33.3%

16.7%

16.7%

33.3%

0
-

0
-

0
-

-

-

-

0.0%

0.0%

0.0%

0

0

0

-

-

-

-

-

-

0.0%

0.0%

0.0%

4

2

6

66.7%

33.3%

100.0%
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NO
CPTSD
Training

Confidence
to identify
PTSD

Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Strong
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Moderate
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Somewhat
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)

100.0%

100.0%

100.0%

66.7%

33.3%

100.0%

0 / 1.2

2 / .8

2

0.0%

100.0%

100.0%

0.0%

100.0%

40.0%

0.0%

40.0%

40.0%

1 / .6
100.0%

0 / .4
0.0%

1
100.0%

33.3%

0.0%

20.0%

20.0%

0.0%

20.0%

0
-

0
-

0
-

-

-

-
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TOTAL

Confidence
to identify
PTSD

% Of Total
(III)
Insufficient
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
No, not at
all
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Grand
totals
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Strong
% Within
Degree of

0.0%

0.0%

0.0%

1 / .6
100.0%

0 / .4
0.0%

1
100.0%

33.3%

0.0%

20.0%

20.0%

0.0%

20.0%

1 / .6

0 / .4

1

100.0%

0.0%

100.0%

33.3%

0.0%

20.0%

20.0%

0.0%

20.0%

3

2

5

60.0%

40.0%

100.0%

100.0%

100.0%

100.0%

60.0%

40.0%

100.0%

70 / 80.6

89 / 78.4

159

44.0%

56.0%

100.0%
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Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Moderate
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Somewhat
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Insufficient
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)

64.8%

84.8%

74.6%

32.9%

41.8%

74.6%

29 / 21.8
67.4%

14 / 21.2
32.6%

43
100.0%

26.9%

13.3%

20.2%

13.6%

6.6%

20.2%

6 / 4.1
75.0%

2 / 3.9
25.0%

8
100.0%

5.6%

1.9%

3.8%

2.8%

0.9%

3.8%

1 / .5
100.0%

0 / .5
0.0%

1
100.0%

0.9%

0.0%

0.5%

0.5%

0.0%

0.5%
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No, not at
all
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Grand
totals
% Within
Degree of
Confidence
(I)
% Within
both factors’
specific
subgroup
(II)
% Of Total
(III)
Note. For overall sample (n=213)

2/1

0/1

2

100.0%

0.0%

100.0%

1.9%

0.0%

0.9%

0.9%

0.0%

0.9%

108

105

213

50.7%

49.3%

100.0%

100.0%

100.0%

100.0%

50.7%

49.3%

100.0%
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APPENDIX F: Three Paired Complex Two-By-Two Tables for Complex PTSD
KEY FOR ALL TABLES IN APPENDICES E & F:
Please note: This is the same key as used in Appendix E. Examples below are the same
examples explained in Appendix E and the referenced Table E1 can be found in Appendix E. All
3 percent totals (I-III) use the same method of calculation as described in Appendix E and
repeated below.
% Within Degree of Confidence (I):
This is the precent of clinicians that gave this specific degree of confidence for a specific
subgroup of the left margin factor compared to the other right margin subgroup. The 2 right
margin subgroups add up to 100% for that specific degree of confidence within the left margin
subgroup.
For example, in Table E1 below:
There were 70 clinicians with 10+ years of experience who reported a strong confidence.
Of those 70, 17 of them came from the non-primary group (18.9%) and 53 (81.1%) came from
the primary group. Therefore, the percentage 18.9% represents the percent of clinicians who
came from the non-primary group who had 10+ years of experience and had reported a strong
degree of confidence to identify PTSD.
% Within both factors’ specific subgroup (II):
This is the percent of clinicians within one specific crosstab subgroup from each of the 2
factors. For example, of all the clinicians with 10+ years of experience, who did not work
primarily in trauma, 63% of them reported a strong degree of confidence to identify PTSD. The
63% is obtained by dividing the actual number of clinicians by the total number of clinicians in
the sample that had 10+ years of experience and did not work primarily in trauma:
17/27 = 63%.
% Of Total (III):
This is the percent of people who are members of one of the subgroups of the factor in
the left margin (i.e. Table E1 10+ years of experience) and in either of the top right factor
subgroups (i.e. Table E1, primarily trauma or not primarily trauma) that rated that specific
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strength level on the Likert scale (strong to not at all confident to identify…). Please note, it is
not measuring the “total-total” including the 0-10s in this E1 example, but it does include the
total for both subgroups of primary and non-primary trauma. It is the percent for all possibilities
for the factor in the left margin, in this case 10+ years of experience.
For example, Table E1 years of experience by trauma focus has a clinician count of 17
for the cell of 10+ years of experience and non-trauma. There were 106 clinicians in the overall
group of clinicians with 10+ years of experience, including those that worked in trauma and
those that did not primarily in trauma.
The percent for (III) is 16%. This is obtained from the following information:
17/106 = 16%. Therefore 16% of the 10+ years and either primary trauma or not primary
who reported a strong level of confidence if they had 10+ years and did not work in trauma.
Said another way: 16% of the clinicians with 10+ years reported strong confidence when
they also did not work primarily in trauma.
Key is used for both Appendix E & F. Tables begin on the next page for Appendix F.
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Table F1
Full Info from Table 36: RQ2 Complex Table 1: Confidence to Identify Complex PTSD by Years
of Experience by Primary Clinical Focus

10+ years
of
experience

Confidence
to identify
CPTSD

Non-primary
(actual/expected)1
Strong
11 / 18.5
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Moderate
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Somewhat
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Insufficient
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
No, not at
all

Primary
Totals
(actual/expected)
61 / 53.5
72

15.3%

84.7%

100.0

40.7%

78.2%

68.6%

10.5%
9 / 4.6
50.0%

58.1%
9 / 13.4
50.0%

68.6%
18
100.0%

33.3%

11.5%

17.1%

8.6%
3 / 2.8
27.3%

8.6%
8 / 8.2
72.7%

17.1%
11
100.0%

11.1%

10.3%

10.5%

2.9%
2 / .5
100.0%

7.6%
0 / 1.5
0.0%

10.5%
2
100.0%

7.4%

0.0%

1.9%

1.9%
2 / .5

0.0%
0 / 1.5

1.9%
2
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0-10 years
of
experience

Confidence
to identify
CPTSD

% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Grand
totals
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Strong

100.0%

0.0%

100.0%

7.4%

0.0%

1.9%

1.9%
27

0.0%
78

1.9%
105

25.7%

74.3%

100.0%

100.0%

100.0%

100.0%

25.7%
6 / 17.6

74.3%
51 / 39.4

100.0%
57

% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Moderate
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Somewhat
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Insufficient
% Within
Degree of

10.5%

89.5%

100.0%

17.6%

67.1%

51.8%

5.5%
9 / 6.8
40.9%

46.4%
13 / 15.2
59.1%

51.8%
22
100.0%

26.5%

17.1%

20.0%

8.2%
10 / 5.6
55.6%

11.8%
8 / 12.4
44.4%

20.0%
18
100.0%

29.4%

10.5%

16.4%

9.1%
8 / 3.4
72.7%

7.3%
3 / 7.6
27.3%

16.4%
11
100.0%
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TOTAL

Confidence
to identify
PTSD

Confidence
(I):
% Within
Primary
% Of Total
No, not at
all
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Grand
totals
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Strong
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Moderate
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Somewhat
% Within
Degree of

23.5%

3.9%

10.0%

7.3%
1 / .6

2.7%
1 / 1.4

10.0%
2

50.0%

50.0%

100.0%

2.9%

1.3%

1.8%

0.9%
34

0.9%
76

1.8%
110

30.9%

69.1%

100.0%

100.0%

100.0%

100.0%

30.9%
17 / 36.6

69.1%
112 / 92.4

100.0%
129

13.2%

86.8%

100.0%

27.9%

72.7%

60.0%

7.9%
18 / 11.3
45.0%

52.1%
22 / 28.7
55.0%

60.0%
40
100.0%

29.5%

14.3%

18.6%

8.4%
13 / 8.2
44.8%

10.2%
16 / 20.8
55.2%

18.6%
29
100.0%
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Confidence
(I):
% Within
Primary
% Of Total
Insufficient
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
No, not at
all
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Grand
totals
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Note. For overall sample (n=215)

Table F2

21.3%

10.4%

13.5%

6.0%
10 / 3.7
76.9%

7.4%
3 / 9.3
23.1%

13.5%
13
100.0%

16.4%

1.9%

6.0%

4.7%
3 / 1.1

1. 4%
1 / 2.9

6.0%
4

75.0%

25.0%

100.0%

4.9%

0.6%

1.9%

1.4%
61

0.5%
154

1.9%
215

28.4%

71.6%

100.0%

100.0%

100.0%

100.0%

28.4%

71.6%

100.0%
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Full Info from Table 37: RQ2 Complex Table 2: Confidence to Identify Complex PTSD by
Highest Level of Complex PTSD Training by Primary Clinical Focus.

Formal
CPTSD
Training

Confidence
to identify
CPTSD

Non-primary
(actual/expected)1
Strong
8 / 12.2
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Moderate
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Somewhat
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Insufficient
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
No, not at
all
% Within
Degree of

Primary
Totals
(actual/expected)
78 / 73.8
86

9.3%

90.7%

100.0%

55.3%

85.7%

81.1%

7.5%
6/2
42.9%

73.6%
8 / 12
57.1%

81.1%
14
100.0%

40.0%

8.8%

13.2%

5.7%
0 / .6
0.0%

7.5%
4 / 3.4
100.0%

13.2%
4
100.0%

0.0%

4.4%

3.8%

0.0%
1 / .3
50.0%

3.8%
1 / 1.7
50.0%

3.8%
2
100.0%

6.7%

1.1%

1.9%

0.9%
0

0.9%
0

1.9%
0

-

-

-
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Informal
CPTSD
Training

Confidence
to identify
CPTSD

Confidence
(I):
% Within
Primary
% Of Total
Grand
totals
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Strong
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Moderate
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Somewhat
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Insufficient
% Within
Degree of
Confidence
(I):

-

-

-

0.0%
15

0.0%
91

0.0%
106

14.2%

85.8%

100.0%

100.0%

100.0%

100.0%

14.2%
7 / 10.7

85.8%
24 / 20.3

100.0%
31

22.6%

77.4%

100.0%

35.0%

63.2%

53.4%

12.1%
6 / 4.5
46.2%

41.4%
7 / 8.5
53.8%

53.4%
13
100.0%

30.0%

18.4%

22.4%

10.3%
5 / 3.8
45.5%

12.1%
6 / 7.2
54.5%

22.4%
11
100.0%

25.0%

15.8%

19.0%

8.6%
2/1
66.7%

10.3%
1/2
33.3%

19.0%
3
100.0%
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SelfLearning
CPTSD
Training

Confidence
to identify
CPTSD

% Within
Primary
% Of Total
No, not at
all
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total

10.0%

2.6%

5.2%

3.4%
0

1.7%
0

5.2%
0

-

-

-

-

-

-

0.0%

0.0%

0.0%

Grand
totals
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Strong

20

38

58

34.5%

65.5%

100.0%

100.0%

100.0%

100.0%

34.5%
1 / 2.8

65.5%
8 / 6.2

100.0%
9

11.1%

88.9%

100.0%

12.5%

44.4%

34.6%

3.8%
2 / 2.2
28.6%

30.8%
5 / 4.8
71.4%

34.6%
7
100.0%

25.0%

27.8%

26.9%

7.7%
2 / 1.8
33.3%

19.2%
4 / 4.2
66.7%

26.9%
6
100.0%

% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Moderate
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Somewhat
% Within
Degree of
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No CPTSD
Training

Confidence
to identify
CPTSD

Confidence
(I):
% Within
Primary
% Of Total
Insufficient
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
No, not at
all
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Grand
totals
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Strong
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Moderate
% Within
Degree of

25.0%

22.2%

23.1%

7.7%
2 / .6
100.0%

15.4%
0 / 1.4
0.0%

23.1%
2
100.0%

25.0%

0.0%

7.7%

7.7%
1 / .6

0.0%
1 / 1.4

7.7%
2

50.0%

50.0%

100.0%

12.5%

5.6%

7.7%

3.8%
8

3.8%
18

7.7%
26

30.8%

69.2%

100.0%

100.0%

100.0%

100.0%

30.8%
1 / .8

69.2%
0 / .2

100.0%
1

100.0%

0.0%

100.0%

6.3%

0.0%

5.0%

5.0%
3 / 3.2
75.0%

0.0%
1 / .8
25.0%

5.0%
4
100.0%
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TOTAL

Confidence
to identify
CPTSD

Confidence
(I):
% Within
Primary
% Of Total
Somewhat
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Insufficient
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
No, not at
all
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Grand
totals
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Strong
% Within
Degree of

18.8%

25.0%

20.0%

15.0%
5 / 5.6
71.4%

5.0%
2 / 1.4
28.6%

20.0%
7
100.0%

31.3%

50.0%

35.0%

25.0%
5 / 4.8
83.3%

10.0%
1 / 1.2
16.7%

35.0%
6
100.0%

31.3%

25.0%

30.0%

25.0%
2 / 1.6

5.0%
0 / .4

30.0%
2

100.0%

0.0%

100.0%

12.5%

0.0%

10.0%

10.0%
16

0.0%
4

10.0%
20

80.0%

20.0%

100.0%

100.0%

100.0%

100.0%

80.0
17 / 35.7

20.0%
110 / 91.3

100.0%
127

13.4%

86.6%

100.0%
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Confidence
(I):
% Within
Primary
% Of Total
Moderate
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Somewhat
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Insufficient
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
No, not at
all
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Grand
totals
% Within
Degree of
Confidence
(I):

28.8%

72.8%

60.5%

8.1%
17 / 10.7
44.7%

52.4%
21 / 27.3
55.3%

60.5%
38
100.0%

28.8%

13.9%

18.1%

8.1%
12 / 7.9
42.9%

10.0%
16 / 20.1
57.1%

18.1%
28
100.0%

20.3%

10.6%

13.3%

5.7%
10 / 3.7
76.9%

7.6%
3 / 9.3
23.1%

13.3%
13
100.0%

16.9%

2.0%

6.2%

4.8%
3 / 1.1

1.4%
1 / 2.9

6.2%
4

75.0%

25.0%

100.0%

5.1%

0.7%

1.9%

1.4%
59

0.5%
151

1.9%
210

28.1%

71.9%

100.0%
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% Within
Primary
% Of Total
Note. For overall sample (n=210)

100.0%

100.0%

100.0%

28.1%

71.9%

100.0%

Table F3
Full Info from Table 38: RQ2 Complex Table 3: Confidence to Identify Complex PTSD by
Highest Level of Complex PTSD Training by Years of Experience.

Formal
CPTSD
Training

Confidence
to identify
CPTSD

0-10 Years
(actual/expected)1
Strong
28 / 31.6
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Moderate
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Somewhat
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Insufficient
% Within
Degree of
Confidence
(I):

10+ years
(actual/expected)
58 / 54.4

Totals

32.6%

67.4%

100.0%

71.8%

86.6%

81.1%

26.4%
7 / 5.2
50.0%

54.7%
7 / 8.8
50.0%

81.1%
14
100.0%

17.9%

10.4%

13.2%

6.6%
2 / 1.5
50.0%

6.6%
2 / 2.5
50.0%

13.2%
4
100.0%

5.1%

3.0%

3.8%

1.9%
2 / .7
100.0%

1.9%
0 / 1.3
0.0%

3.8%
2
100.0%

86

FACTORS ASSOCIATED WITH CLINICIAN CONFIDENCE
275

Informal
CPTSD
Training

Confidence
to identify
CPTSD

% Within
Primary
% Of Total
No, not at
all
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Grand
totals
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Strong
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Moderate
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Somewhat
% Within
Degree of
Confidence
(I):

5.1%

0.0%

1.9%

1.9%
0

0.0%
0

1.9%
0

-

-

-

-

-

-

0.0%
39

0.0%
67

0.0%
106

36.8%

63.2%

100.0%

100.0%

100.0%

100.0%

36.8%
22 / 21.4

63.2%
9 / 9.6

100.0%
31

71.0%

29.0%

100.0%

55.0%

50.0%

53.4%

37.9%
7/9
53.8%

15.5%
6/4
46.2%

53.4%
13
100.0%

17.5%

33.3%

22.4%

12.1%
9 / 7.6
81.8%

10.3%
2 / 3.4
18.2%

22.4%
11
100.0%
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SelfLearning
CPTSD
Training

Confidence
to identify
CPTSD

% Within
Primary
% Of Total
Insufficient
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
No, not at
all
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Grand
totals
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Strong

% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Moderate
% Within
Degree of
Confidence
(I):

22.5%

11.1%

19.0%

15.5%
2 / 2.1
66.7%

3.4%
1 / .9
33.3%

19.0%
3
100.0%

5.0%

5.6%

5.2%

3.4%
0

1.7%
0

5.2%
0

-

-

-

-

-

-

0.0%
40

0.0%
18

0.0%
58

69.0%

31.0%

100.0%

100.0%

100.0%

100.0%

69.0%
6 / 5.9

31.0%
3 / 3.1

100.0%
9

66.7%

33.3%

100.0%

35.3%

33.3%

34.6%

23.1%
4 / 4.6
57.1%

11.5%
3 / 2.4
42.9%

34.6%
7
100.0%
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NO
CPTSD
Training

Confidence
to identify
CPTSD

% Within
Primary
% Of Total
Somewhat
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Insufficient
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
No, not at
all
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Grand
totals
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Strong
% Within
Degree of
Confidence
(I):

23.5%

33.3%

26.9%

15.4%
4 / 3.9
66.7%

11.5%
2 / 2.1
33.3%

26.9%
6
100.0%

23.5%

22.2%

23.1%

15.4%
2 / 1.3
100.0%

7.7%
0 / .7
0.0%

23.1%
2
100.0%

11.8%

0.0%

7.7%

7.7%
1 / 1.3

0.0%
1 / .7

7.7%
2

50.0%

50.0%

100.0%

5.9%

11.1%

7.7%

3.8%
17

3.8%
9

7.7%
26

65.4%

34.6%

100.0%

100.0%

100.0%

100.0%

65.4%
0 / .6

34.6%
1 / .5

100.0%
1

0.0%

100.0%

100.0%
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% Within
Primary
% Of Total
Moderate
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Somewhat
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Insufficient
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
No, not at
all
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Grand
totals
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total

0.0%

11.1%

5.0%

0.0%
3 / 2.2
75.0%

5.0%
1 / 1.8
25.0%

5.0%
4
100.0%

27.3%

11.1%

20.0%

15.0%
2 / 3.9
28.6%

5.0%
5 / 3.2
71.4%

20.0%
7
100.0%

18.2%

55.6%

35.0%

10.0%
5 / 3.3
83.3%

25.0%
1 / 2.7
16.7%

35.0%
6
100.0%

45.5%

11.1%

30.0%

25.0%
1 / 1.1

5.0%
1 / .9

30.0%
2

50.0%

50.0%

100.0%

9.1%

11.1%

10.0%

5.0%
11

5.0%
9

10.0%
20

55.0%

45.0%

100.0%

100.0%

100.0%

100.0%

55.0%

45.0%

100.0%
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TOTAL

Confidence
to identify
PTSD

Strong
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Moderate
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Somewhat
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Insufficient
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
No, not at
all
% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Grand
totals

56 / 64.7

71 / 62.3

127

44.1%

55.9%

100.0%

52.3%

68.9%

60.5%

26.7%
21 / 19.4
55.3%

33.8%
17 / 18.6
44.7%

60.5%
38
100.0%

19.6%

16.5%

18.1%

10.0%
17 / 14.3
60.7%

8.1%
11 / 13.7
39.3%

18.1%
28
100.0%

15.9%

10.7%

13.3%

8.1%
11 / 6.6
84.6%

5.2%
2 / 6.4
15.4%

13.3%
13
100.0%

10.3%

1.9%

6.2%

5.2%
2/2

1.0%
2/2

6.2%
4

50.0%

50.0%

100.0%

1.9%

1.9%

1.9%

1.0%
107

1.0%
103

1.9%
210
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% Within
Degree of
Confidence
(I):
% Within
Primary
% Of Total
Note. For overall sample (n=210)

51.0%

49.0%

100.0%

100.0%

100.0%

100.0%

51.0%

49.0%

100.0%
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APPENDIX G: Spearman Rho Post Hoc: Full Breakdown of Years of Experience for
PTSD and Complex PTSD
Table G1
Research Question 1b: Confidence to Identify PTSD by Years of Experience ALL
0-3
years
Number
(Percent)

Confidence
Likert
Scale
Strong
3
n=161
(50.0%)
Moderate
2
n=44
(33.3%)
Somewhat
1
n=8
(16.7%)
Insufficient
0
n=1
(0.0%)
Not at all
0
n=2
(0.0%)
Total
6
n=216
(100.0%)

3-5 years

5-10 years

20+ years

Totals

Number
(Percent)

10-20
years
Number
(Percent)

Number
(Percent)

Number
(Percent)

Number
(Percent)

17
(60.7%)
9
(32.1%)
1
(3.6%)
0
(0.0%)
1
(3.6%)
28
(100.0%)

51
(67.1%)
19
(25.0%)
4
(5.3%)
1
(1.3%)
1
(1.3%)
76
(100.0%)

47
(79.7%)
10
(16.9%)
2
(3.4%)
0
(0.0%)
0
(0.0%)
59
(100.0%)

43
(91.5%)
4
(8.5%)
0
(0.0%)
0
(0.0%)
0
(0.0%)
47
(100.0%)

161
(74.5%)
44
(20.4%)
8
(3.7%)
1
(0.5%)
2
(0.9%)
216
(100.0%)

Spearman rho (ρ): rs = .265 (p=.00008) n=216
Note. For overall sample (n=216)
Table G2
Research Question 1b: Confidence to Identify PTSD by Years of Experience ALL: Adequate /
Non-Adequate
Confidence Likert
Scale
Strong to moderate
(Adequate)
Somewhat - not at all
(Non-adequate)
Total
n=216

0-3 years
Number
(Percent)
5
(83.3%)
1
(16.7%)
6
(100.0%)

3-5 years
Number
(Percent)
26
(92.8%)
2
(7.2%)
28
(100.0%)

5-10 years
Number
(Percent)
70
(92.1%)
6
(7.9%)
76
(100.0%)

10-20 years
Number
(Percent)
57
(96.6%)
2
(3.4%)
59
(100.0%)

20+ years
Number
(Percent)
47
(100%)
0
(0.0%)
47
(100.0%)

Totals
Number
(Percent)
205
(94.9%)
11
(5.1%)
216
(100.0%)
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Note. For overall sample (n=216)
Table G3
Research Question 2b: Confidence to Identify Complex PTSD by Years of Experience ALL
0-3

3-5 years

5-10 years

years
Confidence
Likert
Scale
Strong
n=129
Moderate
n=40
Somewhat
n=29
Insufficient
n=13
Not at all
n=4
Total
n=215

10-20

10-20 years

Totals

years

Number

Number

Number

Number

Number

Number

(Percent)

(Percent)

(Percent)

(Percent)

(Percent)

(Percent)

3

13

41

36

36

129

(50.0%)

(46.4%)

(53.9%)

(62.1%)

(76.6%)

(60.0%)

1

6

15

12

6

40

(16.7%)

(21.4%)

(19.7%)

(20.7%)

(12.8%)

(18.6%)

0

7

11

7

4

29

(0.0%)

(25.0%)

(14.5%)

(12.1%)

(8.5%)

(13.5%)

2

1

8

1

1

13

(33.3%)

(3.6%)

(10.5%)

(1.7%)

(2.1%)

(6.0%)

0

1

1

2

0

4

(0.0%)

(3.6%)

(1.3%)

(3.4%)

(0.0%)

(1.9%)

6

28

76

58

47

215

(100.0%)

(100.0%)

(100.0%)

(100.0%)

(100.0%)

(100.0%)

Spearman rho (ρ): rs = .215 (p=.001) n=215
Note. For overall sample (n=215)
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Table G4
Research Question 2b: Confidence to identify Complex PTSD by years of experience ALL:
Adequate / Non-Adequate
0-3 years
Confidence Likert
Number
Scale
(Percent)
Strong to moderate
4
(Adequate) (66.7%)
Somewhat - not at all
2
(Non-adequate) (33.3%)
Total
6
n=215 (100.0%)
Note. For overall sample (n=215)

3-5 years
Number
(Percent)
19
(67.8%)
9
(32.2%)
28
(100.0%)

5-10 years
Number
(Percent)
56
(73.6%)
20
(26.3%)
76
(100.0%)

10-20 years
Number
(Percent)
48
(82.8%)
10
(17.2%)
58
(100.0%)

20+ years
Number
(Percent)
42
(89.4%)
5
(10.6%)
47
(100.0%)

Totals
Number
(Percent)
169
(78.6%)
46
(21.4%)
215
(100.0%)

FACTORS ASSOCIATED WITH CLINICIAN CONFIDENCE
284
APPENDIX H: Three Principal Factors by Familiarity with the ICD-11 and Herman’s
Complex PTSD
Table H1
Familiarity of Herman’s Complex PTSD by Primary Clinical Focus
Non-Primary
Confidence Likert Scale
Actual / Expected
(Percent)
Very Familiar
7 / 17.1
(3.2%)
Moderately Familiar
8 / 12.9
(3.7%)
Somewhat Familiar
8 / 7.6
(3.7%)
Slightly Familiar
7 / 5.6
(3.2%)
Not at all
31 / 17.7
(14.3%)
Total
61
n=217
(28.1%)
Note. For overall sample (n=217)

Primary
Actual / Expected
(Percent)
54 / 43.9
(24.9%)
38 / 31.1
(17.5%)
19 / 19.4
(8.8%)
13 / 14.4
(6.0%)
32 / 45.3
(14.7%)
156
(71.9%)

Table H2
Familiarity of ICD-11 Complex PTSD by Primary Clinical Focus
Confidence Likert
Scale
Very Familiar

Non-Primary
Primary
Actual / Expected (Percent) Actual / Expected (Percent)

Moderately Familiar
Somewhat Familiar
Slightly Familiar
Not at all
Total
n=211
Note. For overall sample (n=211)

0 / 8.5
(0.0%)
11 / 17.2
(5.1%)
13 / 12.7
(6.0%)
14 / 9.9
(6.5%)
23 / 12.7
(10.6%)
61
(28.2%)

30 / 21.5
(13.9%)
50 / 43.8
(23.1%)
32 / 32.3
(14.8%)
21 / 25.1
(9.7%)
22 / 32.3
(10.2%)
155
(71.8%)
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Table H3
Familiarity of Herman’s Complex PTSD by Years of Experience
Confidence Likert
Scale
Very Familiar

10+ Years
Actual / Expected (Percent)

0-10 Years
Actual / Expected (Percent)

42 / 29.8
(19.4%)
21 / 22.5
(9.7%)
18 / 13.2
(8.3%)
10 / 9.8
(4.6%)
15 / 30.8
(6.9%)
106
(48.8%)

19 / 31.2
(8.8%)
25 / 23.5
(11.5%)
9 / 13.8
(4.1%)
10 / 10.2
(4.6%)
48 / 32.2
(22.1%)
111
(51.2%)

Moderately Familiar
Somewhat Familiar
Slightly Familiar
Not at all
Total
n=217
Note. For overall sample (n=217)
Table H4

Familiarity of ICD-11 Complex PTSD by Years of Experience
Confidence Likert
Scale
Very Familiar

10+ Years
Actual / Expected (Percent)

0-10 Years
Actual / Expected (Percent)

20 / 14.6
(9.3%)
25 / 29.7
(11.6%)
25 / 21.9
(11.6%)
13 / 17
(6.0%)
22 / 21.9
(10.2%)
105
(48.6%)

10 / 15.4
(4.6%)
36 / 31.3
(16.7%)
20 / 23.1
(9.3%)
22 / 18
(10.2%)
23 / 23.1
(10.6%)
111
(51.4%)

Moderately Familiar
Somewhat Familiar
Slightly Familiar
Not at all
Total
n=216
Note. For overall sample (n=216)
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Table H5
Familiarity of Herman’s Complex PTSD by Highest Level of Complex PTSD Training
Formal
Actual /
Expected
(Percent)
Very
45 / 30
Familiar
(21.2%)
Moderately
22 / 23
Familiar
(10.4%)
Somewhat
15 / 13.5
Familiar
(7.1%)
Slightly
5/9
Familiar
(2.4%)
Not at all
19 / 30.5
(9.0%)
Total
106
n=212
(50.0%)
Note. For overall sample (n=212)
Confidence
Likert Scale

Informal
Actual /
Expected
(Percent)
12 / 17
(5.7%)
15 / 12
(7.1%)
9 / 7.6
(4.2%)
9 / 5.1
(4.2%)
15 / 17.3
(7.1%)
60
(28.3%)

Self-Learning
Actual /
Expected
(Percent)
3 / 7.4
(1.4%)
7 / 5.6
(3.3%)
2 / 3.3
(0.9%)
4 / 2.2
(1.9%)
10 / 7.5
(4.7%)
26
(12.3%)

None
Actual /
Expected
(Percent)
0 / 5.7
(0.0%)
2 / 4.3
(0.9%)
1 / 2.5
(0.5%)
0 / 1.7
(0.0%)
17 / 5.8
(8.0%)
20
(9.4%)

Table H6
Familiarity of ICD-11 Complex PTSD by Highest Level of Complex PTSD Training
Formal
Confidence
Likert Scale

Actual /
Expected
(Percent)
Very
23 / 14.4
Familiar
(10.9%)
Moderately
32 / 30.4
Familiar
(15.2%)
Somewhat
28 / 21.9
Familiar
(13.3%)
Slightly
9 / 15.9
Familiar
(4.3%)
Not at all
13 / 22.4
(6.2%)
Total
105
n=211
(49.8%)
Note. For overall sample (n=211)

Informal
Actual /
Expected
(Percent)
5 / 8.2
(2.4%)
19 / 17.3
(9.0%)
10 / 12.5
(4.7%)
9 / 9.1
(4.3%)
17 / 12.8
(8.1%)
60
(28.4%)

SelfLearning
Actual /
Expected
(Percent)
1 / 3.6
(0.5%)
8 / 7.5
(3.8%)
4 / 5.4
(1.9%)
7 / 3.9
(3.3%)
6 / 5.5
(2.8%)
26
(12.3%)

None
Actual /
Expected (Percent)
0 / 2.7
(0.0%)
2 / 5.8
(0.9%)
2 / 4.2
(0.9%)
7 / 3.0
(3.3%)
9 / 4.3
(4.3%)
20
(9.5%)
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